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WITH DR. BRADFORD IN THE WARDS OF 
UNIVERSITY COLLEGE HOSPITAL. 


A Case of Sleeping Sickness. 


You all know this case, which has been in the 
hospital for some time. The case is one of very 
great interest. Shortly, it is this. He is a man 
who was sent to me now over three years ago who 
has worked in Uganda, and has suffered from 
so-called Gambia fever. Subsequently to the onset 
of this trouble he had a maniacal outbreak, and in 
this outbreak he attempted to take his life. He 
was supposed at that time to be suffering from 
malaria. His blood was examined and it was found 
to contain trypanosomes in abundance. Three 
years ago, that is to say in 1903, there was a cer¬ 
tain amount of doubt as to whether the trypano¬ 
somes were those of sleeping sickness or identical 
with those of Gambia fever. The illness was a 
febrile one, resembling malaria; it was first of all 
described on the West Coast of Africa, hence the 
name. It had also been described as occurring in 
a few Europeans, about half a dozen. The cause 
of Gambia fever was known, and it was known 
that these patients had recurring attacks of fever 
and that they were liable to circinate erythematous 
eruptions of transitory duration in the skin. That 
was the state of knowledge at the time when 
trypanosomes were found in the blood of the black 
populations of Uganda. Speaking from memory, 
I should say that, roughly, 25 per cent, of the 
natives in certain parts of that country were found 
to contain trypanosomes in their blood. Consider¬ 
able doubt was expressed as to whether the trypano¬ 
some which was found in the blood and cerebro¬ 
spinal fluid in sleeping sickness was identical with 
that found in Gambia fever—in other words— 
whether Gambia fever was a preliminary stage of 
sleeping sickness or not. The great clinical interest 
in connection with this unfortunate patient is that 
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for three years since he has been in this country, he 
has suffered from what is ordinarily called Gambia 
fever. He was not in the condition in which you 
see him now at all: he simply had outbreaks of 
fever, lasting three or four days, during which the 
organism was found in his blood, but he suffered 
from no other symptoms except pyrexia, with this 
circinate erythematous eruption. Personally I 
never saw the rash, it was so transitory, but others 
saw it. A patch would appear on the trunk, some¬ 
times on the face, and then fade away. He 
remained in this condition, having these bursts of 
fever, and carrying on his ordinary work, which is 
that of a botanist, until the autumn of last year. At 
that date his symptoms changed very considerably. 
About a year ago he came to see me at my house, 
when he could scarcely walk ; he staggered about 
and more or less tumbled into a chair and went to 
sleep sitting in the chair. He would go off to 
sleep while answering a question even. He would 
begin to answer it, and before he finished he would 
have passed off into a drowsy state. But that was 
purely temporary. But in the autumn of last year 
these drowsy periods increased distinctly in severity, 
and the condition of the patient rapidly became 
such that he could not be fed; he would go to sleep 
at home while the food was in his mouth, and it 
would remain there unmasticated half an hour at 
a time. For that reason he got into a serious 
condition physically, largely owing to the lack of 
food. Then, as I have said already, he came into 
the hospital last year, and was in a curious state. 
It is a state which, as far as I know, is unique. It 
was a similar condition to that in which he is now. 
He was in this condition which you would not 
call comatose but stuporous, so that you could 
shout into his ear and he would not take the least 
notice. He would be like that for a week perhaps 
and then quite suddenly, without rhyme or reason, 
he would open his eyes and be, not quite intelligent, 
that w’ould be saying too much, but quite conscious 
and understand all that was said to him ; he would 
understand all complicated things, and be able to 
answer questions, yes or no, concerning plants found 
in Uganda. He would pass from the stuporous 
condition, in which he would pay no attention to 
anything which was said to or shouted at him, in 
the course of a few minutes to one in which he 
would give you accurate information about more or 
less complex things. Then the stuporous condition 


would come on again and he would be again 
unconscious, and there would again be great diffi¬ 
culty in feeding him; the nasal tube had to be em¬ 
ployed, and his temperature became subnormal—it 
never became very subnormal, perhaps 95 0 F. was 
the lowest it would reach. He would have attacks 
from time to time of rigidity and tremor, the tongue 
was extremely tremulous, and altogether the sym¬ 
ptoms seemed to closely resemble general paralysis 
of the insane, in the final stage. So there would be 
these alternating periods of profound stupor, during 
which feeding had to be carried on through the 
nose, and conditions of complete consciousness. 
Some time during the last autumn the course was 
interrupted by the occurrence of convulsions, and 
on one occasion he was in a very critical condition 
for some hours. Subsequently the stuporous con¬ 
dition was rather increased in amount, and became 
more marked. Then this rigidity developed. I 
think he was rigid when he came in, and there was 
afterwards flexion of all the joints, and the posture 
assumed was very much that of chronic meningitis, 
not tuberculous meningitis because that does not 
last sufficiently long to produce it: I mean simple 
basic meningitis. All the joints were flexed, and 
the patient was curled up in bed, and there was 
very great wasting. That w T ent on for some weeks. 
Then a month ago he had another attack, accom¬ 
panied by extremely violent general convulsions of 
the clonic character; at any rate, they were not 
epileptiform, and he became profoundly comatose. 
Subsequently to that he got back again to the con¬ 
dition in which he w r as before, except that the wast¬ 
ing w r as rather more marked now than it has been, 
and the rigidity is also more pronounced. Ever 
since last autumn it has not been possible to find 
trypanosomes in the blood; they were found in the 
blood in abundance three years ago, and they 
have been discovered in it at intervals ever since 
until about a year ago. Lumbar puncture was 
done, and then one trypanosome was found. The 
interest of the case is that if any further evidence 
were required—I do not think it is—with regard 
to the relationship of Gambia fever to sleeping 
sickness, this case affords it. It is the only case 
of sleeping sickness which has been carefully 
examined here. This case has been watched from 
the beginning, and it really absolutely proves the 
point that so-called Gambia fever is nothing more 
or less than sleeping sickness, and that the con- 
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elusion which had been arrived at in this matter 
was perfectly accurate. 

As regards the condition which is ultimately 
produed in so-called sleeping sickness, it is a con¬ 
dition that is really rather similar to the final stage 
of general paralysis of the insane, except that it is 
very much more chronic and that there is the extra¬ 
ordinary phenomenon that coma or stupor may go 
on for weeks and months and yet, may be inter¬ 
rupted every now and then by a few days or a 
few hours or a few minutes of more or less 
perfect lucidity. That is the extraordinary feature 
of the condition. I do not know whether that 
clinical feature has been noted before, because 
the cases in Uganda had no expert nursing and so 
the terminal stages were more rapid. But in 
this case, with the nursing which can be obtained 
here, we have had the opportunity of seeing this 
remarkable clinical course of the disease. With 
regard to detecting the trypanosomes in the blood, 
in the animal as well as in the human subject, it 
is not always easy to find the organisms in the 
blood; but there is this important point to re¬ 
member : ydu must never exclude them on the 
basis of one examination. In the case of the 
cerebro-spinal fluid it may be necessary to centri- 
fugalise the fluid two or three or four times before 
you can detect them. They are often very scanty 
in number, and it is much easier to detect them 
by inoculation. There may be the greatest diffi¬ 
culty in demonstrating the organism in the blood, 
and you may prove its existence more easily by 
putting it into a susceptible animal. With regard 
to the way in which the organism produces its 
pathological result, it is very similar to the way in 
which the serious effects of pernicious malaria are 
caused : either the plasmodial form of the organism 
or the fusion of very large numbers of small try¬ 
panosomes occludes the cerebral vessels. There 
is a difference of opinion as to whether there are 
two forms of the organism or not. In some of the 
trypanosome affections there are very chronic in¬ 
flammatory changes in the cerebral vessels, and 
this especially so in sleeping sickness, with a large 
amount of infiltration round the capillaries. 

Abductor Paralysis of Left Vocal Cord. 

This is a case of abductor paralysis of the left 
vocal cord. There is slight stridor on taking a 
deep breath, and the case illustrates extremely well 


how a patient may have serious organic disease 
with comparatively few symptoms. He came up 
complaining of cough and shortness of breath of 
some six months’ duration; in other words, he 
complained of symptoms which were suggestive of 
bronchitis and emphysema, and I have no doubt 
he has emphysema. But you should never make 
a diagnosis of emphysema in a middle-aged man, 
or in a youngish man, at any rate after thirty 
years of age, without having a suspicion of 
aneurysm in your mind. You may not be able to 
diagnose it; the emphysema may mask the signs of 
aneurysm, just as it will mask signs of tubercu¬ 
losis. But you should always think of aneurysm 
! as a possible cause of those symptoms. Of course 
if the patient has stridor it is still more likely that 
he has aneurysm. There are not many diseases 
which produce stridor, and aneurysm is one of 
the most common of them. You may, how¬ 
ever, get stridor produced in fibroid phthisis asso¬ 
ciated with much mediastinal thickening, giving rise 
to involvement of the recurrent laryngeal nerve 
by diffuse mediastinitis. And other mediastinal 
growths may produce stridor. Speaking broadly, 
mediastinal growths tend rather to obstruct veins, 
and are not liable to produce very severe sym¬ 
ptoms by pressure on nerves, whereas aneurysms 
are extremely prone to press on nerves and they 
' are not very prone to produce marked physical 
signs by pressure on veins. It is one of the most 
interesting facts with regard to intra-thoracic 
aneurysms that, although they may incorporate 
veins into the wall of the sac, and the vein may 
even be obliterated in this way, yet the patient 
may not present clinically any marked signs of 
venous obstruction. I have often quoted the case 
of a patient some years ago in whom the left 
innominate vein was found to be incorporated in 
the sac of the aneurysm, and the right innominate 
vein was blocked by a thrombus, and the 
aneurysm perforated into the superior vena cava. 
Two out of those processes must have been fairly 
chronic, the thrombosis and obliteration of the 
veins must have taken a long time, yet that patient 
did not have signs of venous obstruction until per¬ 
foration fnto the vena cava occurred. The ex¬ 
planation, of course, is that the process has been 
gradual, and so collateral anastomosis has become 
developed, whereas in the case of a growth the 
vein is blocked suddenly, either by the thrombus 
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or by the growth growing into it, and so the 
phenomena of venous obstruction are produced. \ 
Therefore it is a leading feature as regards differen- j 
tial diagnosis of aneurysm that it is more prone to j 
produce the phenomena of pressure on nerves ; 
rather than of pressure on veins. You may ask 
me, What is there to justify the diagnosis of 
aneurysm in this case ? There is not much. He 
has abductor paralysis of the left vocal cord, and 
another physical sign—that is, that his trachea is 
not in the middle line. That is an important 
physical sign. There is a third physical sign 
which requires fairly carefql examination to detect 
it, and it is a thing which I was expressing the | 
importance of the other day, namely slightly deft- ' 
cient air-entry in the left base. It is not much, 
there is no dulness of the left base, but there is 
some diminished vocal fremitus, rather more than ! 
is to be accounted for by the normal difference of 
the left side of the chest compared with the right, 
and there is a little weakness of breath sounds. I ! 
cannot impress upon you too much the importance 
in cases like this of paying attention to such a 
physical sign. In the present patient the diagnosis 
is easy because the man has abductor paralysis of 
his vocal cord, and he has stridor, and he has a \ 
cough which is of a somewhat peculiar character, 
so that one’s suspicions are raised immediately. 

If he had no pressure on the recurrent laryngeal 
nerve, the only thing which would guide us would 
be the deficient air-entry in the left base. The 1 
left bronchus is the more likely to be pressed 
upon, and whenever you suspect a patient to have 
aneurysm you should always carefully compare I 
the two sides of the chest in the matter of air- 
entry. One of the chief points in diagnosis is 
to differentiate between aneurysm and adherent 
pleura. If this patient had only cough and short¬ 
ness of breath and slightly diminished air-entry at 
the left base, you might possibly confuse it with 
adherent pleura. The main point of difference is 
that if there is shortness of breath from adherent j 
pleura the physical signs are usually very obvious, 1 
there is very often quite an appreciable dulness, | 
it is not a question of a slight difference, whereas 
in aneurysm it is almost always a question of a | 
slight difference only. So one would be inclined 
to lay more stress on a slight difference in the two | 
sides than on a marked difference in the two sides. I 
With regard to thoracic aneurysm generally, of j 


course you know that aneurysm of the arch of the 
aorta is the commonest form. The frequency of all 
other aneurysms sinks into insignificance as com¬ 
pared with those of the thoracic aorta. Aneurysm 
in that situation is more common than all the 
other aneurysms of the body put together. So 
that is the first point of importance. The next is, 
that the arch of the aorta is the part most often 
affected, and the descending thoracic aorta and the 
abdominal aorta are relatively infrequently affected. 
And you may try—it is noteworthy while trying to 
remember the numbers—to remember these lead¬ 
ing facts : first, that aneurysm of the aorta is more 
frequent than all other aneurysms put together; 
secondly, that the aneurysm of the arch is the 
most frequent form of aneurysm of the aorta; and 
thirdly, that aneurysms of what is called the 
descending part and of the abdominal aorta are of 
about equal frequency. They are neither of them 
very common, and they are not as common as 
aneurysms of the rest of the arch. If you take 
the arch first, aneurysms of the ascending part and 
of the transverse part are more common than 
aneurysms of the descending part. So really if you 
consider the whole course of the aorta, the fre¬ 
quency of the incidence of aneurysm diminishes 
as you go on, but it does not diminish very much 
after the descending part of the arch. Aneurysms 
of the ascending part of the arch tend to involve 
especially the anterior part of the chest and to 
come forwards; aneurysms of the transverse part 
of the arch do not necessarily do that: they often 
tend to go backwards, and sometimes to grow 
down. Aneurysms of the descending part of the 
arch necessarily tend to come forwards. If the 
aneurysm is on the ascending part of the arch, it 
tends to come forwards in the second and third 
spaces. And it is important to remember these 
spaces, because they are the spaces in which you 
should look for pulsation, the second and third 
spaces on the right side. Aneurysms of the third 
part of the arch sometimes present to the left of 
the sternum, but they are exceptional. When 
they do they are a little lower, and they tend to 
enlarge in the third and fourth spaces. Aneurysm 
of the transverse part of the arch tends to present 
above the manubrium, or, curiously enough, in the 
third or fourth spaces on the left side—that is to 
say, towards the concavity of the arch. Therefore 
always look at the second and third spaces on the 
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right side, above the manubrium, and the third 
and fourth spaces on the left side. Sometimes it | 
may come forward in the first space, but that is j 
not so usual as for it to come to the second and , 
third spaces. The clinical course of these aneu¬ 
rysms, and therefore the phenomena which they 
produce, depends a great deal, as must necessarily 
be the case, on the situation. Those involving 
the junction of the ascending and the transverse 
parts of the arch become large and erode the 
chest wall; they compress the vena cava on the 
one hand and the pulmonary artery on the other, j 
Do not forget the pulmonary artery, because it 
may be remembered in this way, that pressure on 
the pulmonary artery is sometimes an explanation 
of the shortness of breath from which the patient 
suffers. If you find a patient with aneurysm and 
material shortness of breath and no very marked 
pulmonary signs, it is sometimes due to pressure 
of the aneurysm on the pulmonary artery. This 
does not produce any marked physical signs ex¬ 
cept perhaps a systolic murmur over the pulmo- i 
nary artery, which you may confound with a haemic [ 
murmur, but it may produce considerable short- I 
ness of breath. These aneurysms do not neces¬ 
sarily cause much pain. They enlarge, and you 
therefore get a big sac which may come through 
and present underneath the skin. They tend to 
produce haemopericardium and haemothorax. If 
limited to the ascending part of the arch, they do 
not lead to external bulging. In the transverse ! 
part of the arch the clinical course is quite diffe¬ 
rent. That is probably what we have to deal with 
here, aneurysm in the transverse part. Probably 
the terminal part of the transverse arch is the 
situation. The essential clinical phenomenon is 
pressure on the trachea. Sometimes in addition 
these aneurysms press on the recurrent laryngeal 
nerve. The trachea is the important thing, and ^ 
that gives rise to dreadful cough. You can some- j 
times suspect that it is pressing on the trachea 
because of the severity and the frequency and the 
inadequacy of the cough. This cough is the lead¬ 
ing phenomenon in the case. The pressure, as 
you can well imagine, has to be very great indeed in 
order to produce stridor; that is much more likely 
to be produced by pressure on the recurrent laryn¬ 
geal nerve. The oesophagus commonly escapes. It i 
is a mistake to suppose that dysphagia is a common i 
symptom of aneurysm. It is not. I have seen a I 


considerable number of cases of aneury 9 m, but I 
can only recall one case where there was really 
severe dysphagia. I do not mean to say there is 
not some difficulty in swallowing ; but the patient 
does not seek advice on account of that difficulty 
in swallowing, it is not sufficiently pronounced for 
that. The oesophagus slips out of the way. So 
that the parts affected are, in order of frequency, 
first the trachea, then the recurrent laryngeal nerve, 
next the oesophagus. And then with regard to 
the pressure phenomena in aneurysm of the trans¬ 
verse part. In the transverse part they always 
produce more distressing symptoms, because the 
space in which they can enlarge is then very much 
less, hence the symptoms are very much more pro¬ 
nounced. What you may call the typical mode of 
evolution of aneurysm of the transverse part of the 
arch is for it to produce pulmonary obstruction 
and lobular pneumonia—it does not necessarily 
cause asphyxia—it may erode the left bronchus, 
and it may produce broncho-pneumonia owing to 
the .accumulation of secretion in the lung, deficient 
expectoration, and so on. 

With regard to aneurysms of the ascending 
part of the arch, the concavity of the arch, and the 
descending part of the arch, those are aneurysms 
which especially erode the dorsal vertebrae. And 
erosion of the dorsal vertebrae of course produces 
pain in the back. Hence, another significant 
feature is pain. Another thing is slight pyrexia, a 
matter often forgotten. And you may be led off 
the track if the patient complains of pain in the 
back and slight pyrexia, for you may think it is a 
case of pleural disease. Their tendency, again, is 
to produce haemothorax, or sometimes rupture 
into the left bronchus. So you see it is not a toss- 
up as to what complication develops in the course 
of an aneurysm, it very much depends on the 
situation of the aneurysm. The question whether 
rupture or not occurs depends very much on the 
situation of the aneurysm. It is very much more 
frequent in some than in others. As far as my 
memory serves me, if you take aneurysms of the 
ascending part and of the transverse part, rupture, 
haemothorax, and so on occur in about 30 per 
cent., whereas if you take aneurysms of the descend¬ 
ing part of the arch or the descending thoracic aorta 
it is much nearer 70 per cent, to 80 per cent. So 
the disease has a different clinical course in these 
several conditions. With regard to diagnosis, it is 
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customary very often in lecturing on aneurysms or 
when writing about them to discuss the differential 
diagnosis of aneurysm from mediastinal tumour. 
That is very much like discussing the diagnosis of 
gastric ulcer from carcinoma—it is an academic 
exercise. That is not as a rule the difficulty which 
presents itself when you are face to face with a 
patient. The difficulty is not to say whether it is 
aneurysm or whether it is a growth. The difficulty 
which presents itself is very much more often that 
of confounding aneurysm with other conditions. 
What are those other conditions ? Aneurysm may 
be confounded with aortic disease, it may be con¬ 
founded with bronchitis and emphysema. I should 
put that first, because it is a difficulty that most 
often presents itself. You will probably think your 
patient has bronchitis and emphysema, when in 
reality he has aneurysm. You may confound it 
with phthisis. It is only a very careless person who 
would confound aneurysm with ordinary phthisis. 
But that is not so with fibroid lung, because patients 
with fibroid phthisis may have a certain amount of 
laryngeal obstruction, they may sometimes have a 
certain amount of tracheal obstruction, there may 
be mediastinitis and overgrowth of fibrous tissue 
and pressure on the trachea and bronchi, with the 
production of stridor. And as I said on Thursday, 
you may have great difficulty in distinguishing 
between aneurysm and either fibroid lung or 
syphilitic stricture of the trachea or bronchus. It 
may be confounded with pleurisy and with adherent 
pleura. I have known a case of aneurysm in which 
aspiration was just on the point of being performed 
with the idea that the patient had a large pleural 
effusion when he had aneurysm. That mistake 
may arise in this way. There may be a large 
aneurysm of the descending thoracic aorta which 
pushes the heart out of place and causes great 
dulness of the left base, and there may be slight 
fever, and you may fail to observe the pulsation, or 
there may be no pulsation. But I have seen that 
mistake made, and I have seen aneurysm actually 
aspirated. It is true that in that case it was not 
diagnosed as pleural effusion, but as growth. You 
should not fix your attention too much on the 
point that you may confound aneurysm with 
mediastinal tumour. That is, on the whole, rather 
exceptional. Bronchitis with emphysema is the 
most important point, because aneurysm may be 
in the situation where it produces very few r physical 


i 

i 

I 

I 

i 
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signs. One physical sign which may help you is a 
preternatural loudness of the heart sounds over an 
abnormal area. The great clinical lesson from a 
study of aneurysm is the fundamental importance 
of thorough examination of the patient and paying 
attention to various small physical signs, such as 
displacement of the apex beat, want of expansion 
of one base, and of course look carefully for pulsa¬ 
tion in all the positions which I have mentioned, 
and look for tracheal tugging and for differences in 
the pulses. As regards differences in the pulse, 
they are not very common, because you cannot 
get differences in the pulse unless the aneurysm is 
in such a position as to involve one of the arteries 
that is ultimately going to the limb, and even large 
aneurysms of the thoracic aorta do not necessarily 
involve the big vessels. But there are differences 
in the pulse which, if you can get them, are very 
characteristic. The things which you lay most 
stress on are, first, asynchronism of the pulse; there 
is nothing else which can produce that. Secondly, 
there is the abnormally long time during which the 
pulse remains distended. Sometimes in these cases 
you can get a very remarkable physical sign. You 
may get two pulses for every b^t of the heart. I 
have not seen that in the radial artery, but I have 
seen it in the carotid: I have seen the pulse 120 
per minute in the carotid with the heart beating at 
60. That peculiarity can only be produced by 
aneurysm, and it has to be a very expansile and 
elastic sac to permit of that. You will remember, 
please, not to lay much stress on any inequality in 
the force of the pulse. That is much more likely to 
be due to a congenital anomaly, to the fact that 
the two radials had never been of the same size, 
rather than to anything else. There is a very 
common belief that inequality in the force of the 
pulse is a characteristic physical sign of aneurysm. 
As a matter of fact it is no such thing, unless it 
has developed. 

Aneurysm of the aorta is not a disease which is 
necessarily associated with high tension. You 
must not expect arterial sclerosis to be an invari¬ 
able accompaniment of aneurysm of the aorta. 
Remember that aneurysm of the aorta is de¬ 
pendent essentially on localised disease of the 
aorta rather than on disease of the arterial system. 
It is curious that patients w ? ith granular kidney 
and general arterial sclerosis do not often have 
aneurysm of the aorta, and therefore the patient 
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with aneurysm does not necessarily have an ab¬ 
normal tension in his arterial system. I think 
Erichsen was the first to draw attention to the 
fact that the essential factor in the production of 
aneurysm is not high tension, but premature de¬ 
generation dependent upon local disease while the 
heart is still vigorous and when the patient is liable 
to suffer from intermittent strains of the vascular 
system. And if you grasp that point you will see 
how it is that only about half the cases of aneu¬ 
rysm have cardiac hypertrophy, and that many of 
the cases which have cardiac hypertrophy have 
also valvular disease. So you must not correlate 
aneurysm with high tension. With regard to the 
treatment of the condition, we will talk about that 
more fully on another occasion. The essential 
thing to aim at is the lowering of the patient’s 
tension, not because it is particularly high, but 
because the vessel which is the seat of the disease 
is giving way and you naturally want to decrease 
the distending force, and all your treatment must 
be directed to that end. The prognosis of a case 
of aneurysm depends very largely on the situation 
of the sac. In aneurysms at the junction of v the 
ascending and transverse parts the prognosis is 
fairly good. The patient may go on in fair com¬ 
fort for many years, even when the aneurysm is 
very large. Aneurysms of the transverse part of 
the arch run a rapid course. Aneurysms of the 
descending part also run a rapid course; and the 
latter often impress one clinically as running a 
rapid course because they do not often produce 
many signs and symptoms, and then there comes a 
sudden rupture, whereas aneurysms of the trans¬ 
verse part with severe pressure symptoms attract 
attention at once. Aneurysms of the ascending 
part may also be very rapid in their course and 
rupture early into the pericardium. 

Double Mitral Disease. 

We have here a boy set. 14 years, with double 
mitral disease. I think the disease is slight in 
amount because the apex beat is not much dis¬ 
placed. His liver is somewhat enlarged, but you 
must not lay so much stress on enlargement of the 
liver in a child as in an adult. This boy has had 
no haemoptysis, there is moderate accentuation of 
the second sound. You rarely get a case of pure 
mitral stenosis, it is nearly always double mitral 
disease. We have a valve which is rigid and does 


not open properly, and a valve which is in that 
state does not shut properly either. So you may 
often get mitral regurgitation by itself, but you do 
not often see pure mitral stenosis. There are 
three ways in which you get mitral stenosis: you 
get it fro m adhesion of the valves, it may be from 
cicatricial contraction of the fibrous ring to which 
the valves are attached, and from cicatricial con¬ 
traction of the inflamed chordae tendinae. It 
stands to reason that the second of these is more 
serious—/. e. where it comes about as a result of 
cicatrisation of the fibrous rings. Those are the 
ones which occur particularly in children, and are 
due to chronic sclerosing endocarditis accompanied 
by moderate fever and lasting for many weeks, some¬ 
times even for months. With regard to the prog¬ 
nosis of mitral stenosis that is a very difficult matter. 
It is easy to give rough rules that the prognosis is 
very much worse in children than in adults, and 
that the prognosis is worse if the stenosis occurs 
before puberty than if it occurs afterwards. If the 
fibrous ring cicatrises and the ring is fixed of a 
definite size, and with the rapid growth of the 
body at puberty there is no increase in size 
of the valvular orifice, you may get severe sym¬ 
ptoms produced at that time. But it is not 
always the case. The longer one is in practice 
the more one sees one’s mistakes in practice, and 
if you give an unfavourable opinion with regard to 
the presence of mitral stenosis, you will often find 
to your surprise that the person grows up strong 
and vigorous. But, broadly speaking, mitral 
stenosis is a most serious cardiac lesion in the 
majority of cases. It is true that in some cases of 
aortic disease the termination is very dramatic, 
and impresses the mind, but the chronic ill health 
which is liable to be produced is generally more 
severe in mitral stenosis than it is in aortic disease. 
You are more liable, in aortic regurgitation to get 
a fair degree of compensation produced if the 
patient lives a careful life and undergoes no strains. 
If there is mitral stenosis due to extensive fibrosis 
of the mitral ring, then of course, particularly if 
it occur early in a child, the outlook must be very 
grave, because nothing can prevent serious back¬ 
pressure effects on the lung. 


This woman’s case is of interest mainly from the 
point of view of the diagnosis. Here is a patient 
who was confined, and who in the course of 
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pregnancy, at the third month, two and a half 
years ago, developed headache and vomiting and 
slight oedema of the legs, but with no impairment 
of sight. Towards the eighth month of her preg¬ 
nancy she became comatose and labour had to 
be induced. Subsequently to that she was hemi¬ 
plegic on the right side, without aphasia. Sub¬ 
sequently to that, I do not know how long after, 
she is said to have had weakness of the left leg. 
Added to that also she developed impairment of 
sight. At the present time she can appreciate 
light and darkness but cannot distinguish faces 
very well and she could not see objects in the 
ward. So you can understand there was very 
considerable impairment of sight. There is at 
present slight weakness of the right arm and 
weakness of the right side of the face. Also 
she has weakness of both legs so that she is unable 
to walk. On trying to get her to walk you see 
that her legs double up underneath her. There is 
no spasticity. If you look at her discs you will 
find that the edges are blurred, and that the 
vessels are twisted; they rise up out of the disc and 
turn over, giving one the idea that there has been 
considerable swelling of the disc in the past. I 
want to get an ophthalmic surgeon to see her, but 
as far as I can see she has no evidences of 
macular change, and that is a very important 
matter. Now the question is, What was the nature 
of this patient’s trouble? I think there are three 
diagnoses possible. One of them is that she had 
what is called eclampsia during her pregnancy, 
and that in the course of this eclampsia, leading 
to stupor and coma, she had a cerebral lesion, 
that is to say a haemorrhage, because patients with 
eclamptic seizures get cerebral haemorrhages. I 
am told there is no history of a fit, which of course 
is somewhat against that diagnosis; you do not 
expect a patient suffering from eclampsia to get 
simply stuporous or comatose, they usually have a 
series of fits. Still, the history is somewhat sug¬ 
gestive of eclampsia. Another diagnosis which I 
rather inclined to on Thursday was that the patient 
was one of those cases of thrombosis of veins of 
the brain which may occur in pregnancy. Throm¬ 
bosis of the veins of the brain is a thing which 
occurs under a number of different conditions. It 
occurs in anaemic states, in patients with chlorosis. 
It occurs in septic states, it occurs in convales¬ 
cence from acute specifics, especially typhoid and 


diphtheria, and there may be a thrombosis begin¬ 
ning in the veins and extending secondarily into 
the longitudinal sinus for example, or it may be 
primarily in the longitudinal sinus. But it is im¬ 
portant to bear in mind that there is such a 
disease as thrombosis of the cerebral veins and of 
the sinuses associated with marasmic conditions 


and anaemic conditions, and with the convales¬ 
cence from acute specifics. It is always very 
obscure, is rarely diagnosed correctly, and is fre¬ 
quently confounded with meningitis. But then, 
the clinical course is not quite that of meningitis, 
and the patient subsequently recovers, possibly 
completely, possibly with some resulting lesion, 
and it is looked upon as an anomalous meningitis 
which has got well, when it is really a venous throm¬ 
bosis. Against thrombosis of the veins is the long 
history of the symptoms in her case. You would 
expect she would have had two or three thromboses 
if the culmination did not occur until the eighth 
month, the illness having started in the third month. 
But you can explain the hemiplegia very much 
better on the hypothesis of venous thrombosis than 
on the other; because it is characteristic of venous 
thrombosis to get a right hemiplegia, for example, 
with very little involvement of speech, because the 
speech centre is the lowest, and consequently 
when a vein is blocked near the vertex there is 
less softening the farther you get away from the 
termination of the vein. That would also account 
for the weakness of the left leg, because throm¬ 
bosis of the longitudinal sinus might well give rise to 
weakness of both legs, with, neccessarily, weakness 
of both arms. It would account for the amaurosis. 
The main point is to draw your attention to the 
fact that there is a condition of thrombosis of 
cerebral veins in which there is headache, and 
possibly optic neuritis going on to amaurosis, and 
in which you may get hemiplegia of peculiar dis¬ 
tribution. With regard to her present condition, I 
believe it is partly functional, because the condi¬ 
tion of her legs, the doubling of them up when she 
attempts to walk, and her inability to walk are 
much more characteristic of functional disease 


than of an organic lesion; there is, however, 
obvious facial weakness on the right side, very 
suggestive of organic disease. There is a third 
condition which may occur in pregnancy, and that 
is that patients in the early months of pregnancy, 
about the third, fourth, or fifth month, sometimes 
get retro-ocular neuritis, leading to complete amau¬ 
rosis without the development of any renal disease 
and without any albuminuric retinitis or any 
eclampsia. I do not think the whole condition could 


have been functional, because of the headache, 
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vomiting, coma, and loss of sight with distinct 
changes in the disc. There is no doubt there was an 
organic lesion two years ago and it is possible that 
it is a tumour. There was a patient in the ward 
upstairs, also a very interesting case of a man with 
optic atrophy following injury, a serious head 
injury, with fracture of the skull. After that acci¬ 
dent he had optic atrophy, and subsequently he 
had a certain amount of hemiplegia. And the 
hemiplegia cleared up. After that he got a func- | 
tional hemiplegia, but that did not happen until, I 
I think, five years afterwards. He had with it i 
hemianaesthesia. He came at the later stage with 
the diagnosis of tumour cerebri, but it cleared up i 
entirely under treatment. 

Chorea after Scarlet Fever. 

This patient had scarlet fever four years ago. 
The first thing which was noticed as regards the 
present illness was dulness at school. Chorea is a 
disease which is often diagnosed by the school¬ 
mistress before it is diagnosed or seen by the doctor. 
An intelligent schoolmistress who sees a lot of chil¬ 
dren will often suspect the onset of chorea by the 
mental and psychical changes which may precede 
by some considerable time the ordinary physical 
signs. The movements had been going on seven 
weeks, but prior to that the child was noticed 
at school to be dull and apathetic. Sometimes 
dulness and apathy goes to the extent of producing 
functional speechlessness. And they may become 
aphasic without there being an organic lesion, and 
may subsequently recover speech completely. You 
notice fine movements of the fingers and these are 
most often involved. Her grasp is not very strong, 
but you cannot lay very much stress on that. 
There is a history of scarlet fever. Scarlet fever is 
the acute infective disease of most importance in 
etiology after rheumatism. One would like to 
know whether there was any arthritis in this case 
after the scarlet fever, because the two maladies are 
sometimes associated in the same patient. You 
see that also in connection with mitral stenosis as 
well as in chorea. If you cannot get a history of ! 
rheumatism you will often get a history of scarlet 
fever, and it may be it is the scarlet fever virus, or i 
it may be that the patient has had so-called post- 
scarlatinal rheumatism in a very slight form, which 
has been sufficiently marked to produce a cardiac 
lesion afterwards. Practically every case of chorea 
has a murmur. The point to determine is as to 
whether it is hcemic or organic. Here there is no 
sign of displacement of the apex beat or enlarge¬ 
ment of the heart. Some people teach that a 
slight murmur is due to roughening of the 
valves. Perhaps it is, but it is more likely to be 
due to slight dilatation or to haemic causes. In 
this case, however, it is not due to actual morbus 
cordis. 

October 15 th, 1906. 


A LECTURE 

ON 

DUODENAL ULCER. 

Delivered at the London Hospital, 

By ROBERT HUTCHISON, M.D., F.R.C.P., 

Assistant Physician to the Hospital. 


Gentlemen, —Ulceration of the duodenum is a 
condition which is not uncommon—certainly far 
commoner than has been hitherto supposed ; when 
once established it is a constant and serious 
menace to life; its treatment, if one can diagnose 
it, is simple and efficacious, but its recognition often 
a matter of the greatest difficulty. I consider it 
therefore of sufficient importance to justify one in 
devoting a special lecture to its consideration, 
especially as we have lately had some good examples 
of it in the wards. 


Causation. 


Of the causes which lead to ulceration of the 
duodenum we know as little as we do of those 
which produce chronic ulcer of the stomach. The 
causes, whatever they may be, are no doubt identical 
in the two cases, and it must be regarded as a mere 
accident whether the ulcer occurs on this side 01 
the pylorus or on that. This, however, we can 
assert with perfect confidence, that whatever the 
causes which produce gastric and duodenal ulcera¬ 
tion may be, they are certainly more operative «jn 
men than in women. In proof of this you have 
merely got to look at the statistics of such a hos¬ 
pital as this. In three consecutive years we 
treated here forty-two cases of undoubted duo¬ 
denal ulcer. Of these, thirty-eight were in men 
and only four in women and all the records which 
have been collected elsewhere show a similar state 
of things. Further, the causes are specially at 
work in the middle period of life. Of our forty- 
two cases, for example, twenty-nine occurred 
between the ages of twenty and forty; three were 
below twenty, five were between forty and fifty, 
and five above fifty. There can be no doubt, then, 
that duodenal ulcer is far commonest in men at 
the prime of life. On this point also our statistics 
are fully in accord with those of others. 

When we come to ask what the factors are whose 
greatest incidence is in men of this age, it is not so 
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easy to give a reply. Certainly it is not manual 
labour which is the cause, for duodenal ulcer is 
quite as common, perhaps even commoner, amongst 
those who work with their heads as amongst those 
who labour with their hands. Nor, I think, can 
one fairly accuse any special habits of life. When¬ 
ever a disease is found to be commoner in men 
than in women you will find that there is a ten¬ 
dency to ascribe to the use of alcohol and tobacco 
a share in its causation. To this tendency duodenal 
ulcer has been no exception but quite erroneously, 
for it occurs in total abstainers and non-smokers 
just as in more ordinary human beings. 

There is one fact, however, which throws some 
light upon the way in which duodenal ulcers are 
produced. It is a striking coincidence that the 
acid form of dyspepsia, as we may conveniently 
term it—hyperchlorhydria if you want a more pre¬ 
cise definition—is also met with almost exclusively 
amongst males in early and middle life. Not only 
is this so, but you will also find that in the great 
majority of cases of duodenal ulcer there is a history 
of old-standing dyspepsia, the symptoms of which 
indicate that it was of the acid type. I fully 
admit that this is not invariably the case; it happens 
not seldom that a patient is suddenly struck down 
by perforation of a duodenal ulcer in the midst of 
perfect health and when he has quite a clean 
record in the matter of digestion. None the less 
the rule is as I have stated, that duodenal ulcer 
tends to occur as a terminal event in cases of old- 
standing dyspepsia of- the acid type, and that the 
latter may fairly be regarded as a strongly predis¬ 
posing cause to ulceration. Now, acid-dyspepsia 
is, as you know, a neurosis of gastric secretion the 
causes of which are obscure. Of this at least I am 
convinced, that it results from mental quite as 
much as from physical influences, and you will 
be astonished to find how often in cases of duo¬ 
denal ulcer the patient attributes the onset of his 
illness to a period of worry or mental strain. This 
is perhaps why it is so common amongst over¬ 
worked professional men and in particular, I may 
add, amongst members of our own profession. 

I believe, then, that the chief predisposing factor 
to the production of duodenal ulcer is a long¬ 
standing over-production of acid in the stomach. 
How it is that this leads to ulceration I do not 
know, but the importance of its recognition in pre¬ 
ventive treatment must be obvious. 


Symptoms and Diagnosis. 


You will hear it said sometimes that duodenal 
ulcer is not difficult to diagnose. That is certainly 
not true unless haemorrhage has occurred. The 
mere fact that a duodenal ulcer may perforate into 
the peritoneum before its presence has even been 
suspected shows how “silent ” a condition it maybe. 
Further, the diagnosis in chronic cases is com¬ 
plicated by the frequent coexistence of a gastric 
ulcer and by the almost invariable presence of acid 
dyspepsia, to which and not to the duodenal ulcer 
the patient’s symptoms are often due. I believe, 
indeed, that the only certain symptom of a duo- 
] denal ulcer is the occurrence of a copious haemor- 
I rhage from the bowels for which no other cause 
! can be found. The haemorrhage is sometimes 
| very severe, although rarely, if ever, fatal. In one 
| of my patients it was so excessive that he fell down 
in a faint and was picked up with his clothes 
saturated with blood. If a patient suddenly 
becomes blanched without apparent reason one 
should always remember the possibility of a 
haemorrhage from a duodenal ulcer and keep a 
sharp look-out for blood in the stools afterwards. 

It is sometimes said that pain occurring tw r o or 
[ three hours after food and relieved for a time by a 
meal is characteristic of duodenal ulcer. Those 
who hold this doctrine believe that the pain is 
produced by the passage of acid chyme over the 
surface of the ulcer and that the taking of food, by 
inducing a temporary arrest in the discharge of the 
stomach contents, affords relief. It must be 
remembered, however, that pain of this sort is 
1 also met with in acid dyspepsia and is to be ascribed 
! to irritation of the stomach by its acid contents 
which food neutralises for a time ; and whilst it is no 
doubt true that in most cases of duodenal ulcer one 
can find a history of this “ late ” pain relieved by 
food, yet such a symptom is probably to be ascribed 
to the acid dyspepsia which precedes most duodenal 
ulcers and not to the ulcer itself. 

On the other hand, pain situated to the right of 
| the middle line is very suggestive of the presence 
I of a duodenal ulcer, no matter what its relation to 
, food. At first it may be intermittent or even 
j absent for days at a time, but later it becomes con¬ 
stant. It is usually severe, and cramping or 
j neuralgic in character, but sometimes is felt more 
, like a “ fulness ” or obstruction. Starting in the 
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right hypochondrium, it may pass across the 
abdomen or round towards the back. The varia¬ 
bility of the character of the pain in different cases 
is probably due to variations in its cause. As has 
been already indicated, the pain may be due in 
some cases to the passage of highly acid chyme 
over the surface of the ulcer; in other cases it is 
the result of localised peritonitis, or it may be due 
to a spasm of the pylorus which is apt to be 
brought on when the ulcer is situated near the 
sphincter. 

Besides pain the other chief symptom of duodenal 
ulcer is haemorrhage. Whereas, however, but few 
cases run their course without having produced 
pain, haemorrhage is often absent; indeed, it is only 
in a minority of cases that it is a prominent sym¬ 
ptom, although, as I have already said, it is of the 
utmost diagnostic value when it does occur. The 
haemorrhage may be either from the bowel (melaena) 
or the blood may be vomited or it may escape in 
both ways. That haematemesis may result from an 
ulcer situated beyond the pylorus there can be no 
doubt, the blood apparently regurgitating into 
the stomach just as bile does sometimes, but 
melaena is a far more characteristic symptom. 

The physical signs of duodenal ulcer are almost 
as scanty as its symptoms. Localised tenderness 
in the right hypochondrium is, in fact, the only 
sign which is met with at all constantly. If the 
ulcer be so situated as to have induced reflex 
pyloric spasm, or if by partial cicatrisation it has 
interfered with the emptying of the stomach, there 
may be some gastric dilatation, but this is ex¬ 
ceptional. Nor does the patient’s general aspect 
help one much. If he be a young subject he may 
present an appearance of perfect health, but it is 
perhaps commoner to find that he is a middle-aged 
man of worn and haggard aspect as a consequence 
of long-standing pain and indigestion. You will 
see, then, that unless a large haemorrhage from the 
bowels has occurred the diagnosis of duodenal 
ulcer can never be a matter of certainty. How 
difficult it may be a recital of two recent cases will 
show. 

Case i. —A man set. 46 years, a bank manager, 
had suffered off and on from attacks of dyspepsia 
since a spell of severe worry in 1893. During 
these attacks the tongue was furred, and he 
suffered from retching and vomiting of much bitter 
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liquid and bile. He had also considerable flatu¬ 
lence at these times. Between the attacks diges¬ 
tion was normal, though he often felt rather “ full ” 
in the morning for which he took charcoal biscuits 
with relief. His bowels were regular, and there 
was no history of haematemesis or melaena. 

I saw him in the interval between two attacks 
and could make out nothing at all in the way of 
physical signs. I considered that he was pro¬ 
bably suffering from attacks of recurrent gastritis 
and treated him accordingly. He continued fairly 
well for three months, when he got a chill after 
which he had nearly continous pain in the upper 
part of the abdomen with vomiting after food. A 
month later the pain became worse and he had a 
haemorrhage from the bowel, upon which the 
abdomen was opened, a large duodenal ulcer 
found, and gastro-enterostomy successfully per¬ 
formed. 


Case 2.—A medical man, set. 53 years, had 
suffered more or less from indigestion ever since he 
entered the dissecting-room more than thirty years 
previously; At first the attacks were intermittent, 
with long periods of freedom from symptoms, but 
lately he had become much worse. He is perfectly 
well during the day but wakes up at night w’ith 
! flatulence, the abdomen swelling up and becoming 
tender to touch. During the last six months these 
j attacks have got much worse. If he can pass wind 
I by the bowel or stomach he gets relief, but often 
! he has great difficulty in bringing it up. The 
bowels are rather constipated. * 

He was a hale-looking, fairly nourished man. 
Nothing abnormal could be detected in the ab- 
| domen, nor upon rectal examination. I had diffi¬ 
culty in making an exact diagnosis of his condition, 
but considered that he was probably suffering from 
“ intestinal indigestion ” and treated him upon that 
hypothesis. Three months later, however, profuse 
haematemesis and malaena occurred for which an 
operation was undertaken at which a chronic duo¬ 
denal ulcer, adherent to the head of the pancreas 
and surrounded by dense adhesions, was found. 
The entire absence of pain after food in this case 
was very striking, and indeed his symptoms of a b- 
dominal distension etc., were probably not directly 
due to the ulcer at all but to partial obstruction of 
the intestine by the dense adhesions to which the 
ulcer had given rise. 
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Complications and Results. 

The result of duodenal ulcer which is most to 
be dreaded is perforation into the peritoneum. Of 
twenty-one cases in which this had occurred, which 
were admitted into this hospital in three successive 
years, nineteen died, of which fifteen had been 
submitted to operation. These figures will serve 
to impress upon you the gravity of such an occur¬ 
rence, and the importance of preventing it, if 
possible, by a timely recognition of the presence 
of an ulcer. I shall have something more to say 
on this subject when I come to speak of treatment. 

Assuming that the ulcer heals up, as it may 
certainly do even when untreated, there is always 
the possibility that some narrowing of the duo¬ 
denum may result from the cicatrix, and that this 
may lead to a secondary dilatation of the stomach, 
or if the ulcer be so situated that the scar involves 
the entrance of the bile-duct biliary stasis may 
ensue. 

Again, attacks of local peritonitis may occur in 
the neighbourhood of the ulcer, with consequent 
formation of adhesions which may interfere with 
the action of the intestines as in the case already 
described. In all such instances the secondary 
consequences which the ulcer produces may be 
more conspicuous than those which are due to the 
ulcer itself, and so the real underlying condition 
may be obscured. 

Treatment. 

The treatment of duodenal ulcer, like that of 
ulceration of the stomach, may be either medical or 
operative. The first involves putting the patient 
at rest, careful feeding, and the use of local 
poulticing and the administration of bismuth and 
the alkaline earths according to the method I have 
so often described to you as an “ulcer cure.” 
Operative treatment resolves itself into the per¬ 
formance of gastro-enterostomy. In all doubtful 
cases I think it is right to try medical treatment 
first, but assuming that melaena has occurred, and 
that the diagnosis is no longer in dispute, is it 
worth while to waste time in an attempt to get the 
ulcer to heal or should one recommend early 
operation? Now, there can be no doubt that 
healing may occur. In one of my patients, for 
instance, after a severe attack of melsena, the 
symptoms disappeared and he re mained in perfect 


health for two years. I doubt, however, whether 
one is justified in trusting to this. Certainly in 
that case the ulcer ultimately broke down again 
or fresh ulceration supervened and operation had 
to be performed. When one remembers that 
every patient with a chronic duodenal ulcer is, 
so to speak, on the edge of a precipice and that 
at any moment perforation may occur, with the 
tremendous risk to life that such an occurrence 
involves, and when one sets against that the com¬ 
parative safety of a timely gastro-enterostomy in 
experienced hands, then I think one must decide 
that it is one’s duty to advise operation in every 
certain case at once. The results of such a pro¬ 
ceeding are, in the great majority of cases, entirely 
satisfactory, although I have known at least one 
case in which the patient again suffered from 
severe bleeding from the bowel, fortunately, how¬ 
ever, with ultimate restoration to health. 

October 15 th t 1906. 

Dietetic Regulations at Health Resorts.— 

Pariser describes the way in which the physicians 
of Homburg have satisfactorily solved the problem 
of providing a suitable diet for the various classes 
of patients taking treatment at the spa, without 
attracting attention to the patient or inconveni¬ 
encing the hotel or boarding-house management. 
The affections most common among the patients 
are chronic gastric or intestinal catarrh, with diar¬ 
rhoea, chronic constipation, diabetes, heart affec¬ 
tions, gout, nephritis and neurasthenia. Four 
special diets with a few subclasses have been found 
to answer the purpose, diet 1 for gastric affections, 

2 for intestinal catarrh with diarrhoea, 3 for con¬ 
stipation and 4 for diabetes. The local medical 
society supplies the landlords with the booklets 
containing the list of 220 different articles or dishes. 
The landlord marks the price opposite the dishes 
he intends to serve on that special day, or makes 
up the table d’hote from the list. He is supplied 
with a fresh lot of the booklet menus for each day. 
Opposite the name of each dish are the figures 1, 

2, 3 and 4 in parallel columns, or the space for 
one of the figures is left blank. The absence of 
the figure shows that the dish is forbidden in the 
diet represented by the figure. The booklet con¬ 
tains also a brief presentation of the principles that 
guide the selection of the diet, with also general and 
special remarks.—^?///*//. A . M. A . vol. xlvii, No. 12. 
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NASAL OBSTRUCTION: A NEW OPERA¬ 
TION—SUBMUCOUS TURBINECTOMY. 

By W. STUART-LOW, F.R.C.S., 

Assistant Surgeon, Central London Throat, Nose and 
Ear Hospital, and Joint Teacher of Practical 
Otology, Polyclinic College. 


Bearing in mind what perfect nasal respiration 
means, viz. the absolutely free and unfettered 
passage of an ample air-current at all times and 
under all conditions through the nasal passages, 
and clearly conceiving the invaluable and indis¬ 
pensable changes and modifications that take place 
in the inhaled air during its passage through the 
nasal chambers, viz. the proper warming, moistening, 
and filtering of all inspired air, it becomes possible 
to thoroughly realise and comprehend, the serious 
handicap nasal obstruction may place on its victims 
in the battle of life. It would not, I am certain, be 
overshooting the mark to say that from cases met 
with both in private and hospital practice some 
failures in life are surely to be attributed to nasal 
respiratory impediment. This respiratory defect is 
sufficient to explain many instances of irresolution, 
moral and mental, and constitutes a physical un¬ 
fitness and, as a consequence, inability to face 
successfully the emergencies of existence. 

It is very surprising to discover how frequently 
| nasal obstruction under various forms and in 

* various degrees becomes a subject of complaint. 
This fact is forcibly impressed by an analysis of the 
large out-door clinic of such a busy hospital as 

I that of the Central London Throat. The propor¬ 
tion of patients seeking relief from “stuffiness,” 
“blocking,” and “stoppage” of the nose is always 
very large, and in private practice it is the same 
tale that is told. 

These obstructive conditions of the nose are 
encountered at all ages, although it is during 
adolescence and middle life that the climax of 
1 distress is reached, and that remedial measures are 
oftenest called for. 

The great importance of this subject is not, then, 
likely to be disputed; and the legitimate questions 
may be asked : Is this importance always sufficiently 

* recognised by practitioners, who must first and 
1 most frequently hear the initial wail of complaint, 

and whose opinion is oftenest asked with regard to 
the possibility of some remedy ? and, again, Are the 


best measures always taken for the radical removal 
or alleviation of these distressful conditions when 
they are located and properly diagnosed? Con¬ 
sidering the length of time that most patients with 
chronic nasal obstruction have endured the trouble, 
before applying for relief, both in private and hos¬ 
pital practice, and the frequency with which they 
express themselves as having been told that no 
remedy can possibly be any good, it would seem 
that much more ought to become known among 
practitioners on the subject of nasal obstruction. 
But it must in strict justice be confessed that it is 
not entirely want of knowledge that explains the 
backwardness of patients and practitioners in ask¬ 
ing relief. It is also partly because of the failure 
in numerous instances, even after seemingly suc¬ 
cessful operations, to establish a true and perfect 
physiological restitution of nasal function. It is 
not the mere removal of the mechanical obstruction 
that is the great desideratum, but that this may be 
successfully accomplished and yet the full functional 
uses of the nose be maintained unabated. Such can 
only be achieved by the operator keeping constantly 
before his mind a clear conception of what a com¬ 
posite organ the nose is, and practising, therefore, 
what might be called physiological surgery. The 
bane of intra-nasal surgery, especially in the past, 
has ever been that what has been done in the ways 
of clearing the obstructed nasal passage has been 
overdone—too much has been removed, resulting 
in much too great destruction of what is most essen¬ 
tial for proper functional activity, viz. the erectile 
tissue and mucous lining. These structures ought 
always to have shown them the greatest considera¬ 
tion surgically, as they are indispensable to the 
carrying on of the fundamental functions of warm¬ 
ing, filtering, cleansing, and moistening the respired 
air. 

No case can be permanently benefited, nor will 
any patient feel grateful for the restoration ol 
freedom of breathing through the nose, if the 
penalty has ever after to be paid of dryness of and 
incrustation on the nasal interior. 

The chief objection to many of the operations 
as at present performed on the nasal passages for 
the alleviation of obstruction is that frequently too 
much tissue is removed. In the anxiety to suc¬ 
cessfully remedy the embarrassment of breathing 
the soft tissues are unnecessarily sacrificed. This 
charge cannot be said of the operation that I have 
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for some time been performing with every satis¬ 
faction, as it comes essentially into the category 
of conservative surgery. 

Most nasal obstructions are located either on the 
turbinated bones or on the nasal septum, and are 
either soft and resilient, firm and resistant, or hard 
and cartilaginous or bony, if not a combination of 
these two structures. 

For most septal deviations and displacements 
there is no operation more suitable and effective 
that Killian’s resection. 

There are many cases, however, in which the 
obstruction is considerable and principally caused 
by enlargement of the inferior turbinals, but such 
obstruction is often a good deal aggravated by 
slight or moderate disturbance in the position of 
the septum. It would be stretching the principle 
of always attacking the nasal septum in preference 
to the turbinals too far, however, to seek to reduce 
the redundancy by always operating on the septum 
according to Killian. The proper and better 
method, where the obstruction is mostly due to the 
enlarged condition of the turbinals, and especially 
the inferior, is to remove a portion of the obstruct¬ 
ing factor. This is commonly accomplished by 
the use of the electric cautery, or by cutting away 
whole pieces of the turbinals, anteriorly and pos¬ 
teriorly, or nearly the whole turbinal is bodily 
wrenched away. It is such mutilation of the tur¬ 
binals I w’ish to condemn, and for which I propose 
to substitute the operation which I venture to call 
anterior submucous turbinectomy. 

Should the occluding parts be soft and resilient 
when tested with the nasal probe, and easily par¬ 
tially shrivelled up under influence of cocaine solu¬ 
tion, the favourite remedial measure is the sub¬ 
mucous application of the electric cautery point. 
This is done to pin down and contract the swollen 
and sometimes cedematous mucous covering, and 
also the underlying erectile tissue. There is grave 
objection to cauterisation when the surface of the 
mucous membrane is extensively destroyed. The 
parts to which the cautery has been applied are 
then rendered functionless, as scar-tissue takes the 
place of the normal lining. 

“ Anterior turbinectomy ” is the title of an opera¬ 
tion very extensively employed to remedy such a 
condition of the anterior half of the inferior tur¬ 
binals as above described. It consists of nipping 
off with special scissors as much of the anterior 


portion of the enlarged parts as can be conveni¬ 
ently reached. This frequently includes the cribri¬ 
form portion of the supporting bony framework of 
the turbinal; it is therefore a very radical cure for 
obstruction of the nasal passages due to this cause. 
There are sometimes conditions in which the pro¬ 
cedure is very effectual, where the soft structural 
covering of the turbinals has become very greatly 
hypertrophied even to the extent of undergoing a 
pseudo-papillomatous change. But in a certain 
number of cases this operation is not a good one, 
since the same objection holds, that too much 
tissue is sacrificed and the turbinal annihilated as a 
functionating organ in the anterior half of the 
nasal passage. Anterior turbinectomy is adopted 
by many rhinologists, however, as their favourite 
way of conquering the difficulty of this form of 
nasal insufficiency in appropriate cases. 

If the cautery and anterior turbinectomy can be 
condemned as at times too destructive to the lining 
mucous membrane, then another operation that is 
still occasionally resorted to as a remedy for nasal 
occlusion, viz. spokeshaving, stands signally self- 
banned, except under very unusual circumstances. 

Spokeshaving means the bodily dislocation and 
removal of most of the inferior turbinal. It is the 
very antithesis of intra-nasal conservative surgery, 
which I am now advocating. 

The ideal manner of overcoming the disadvan¬ 
tageous protuberance of the turbinals would be by 
a method that, while reducing their size, still 
preserves the soft covering with its mucous glands 
and conserves the underlying erectile tissue, with 
its congeries of blood-vessels so invaluable for 
warming and moistening purposes. A study of 
the anatomy of the bony framework of the turbinals 
shows its cribriform nature. It is only at the outer 
attached border that the bone becomes firm and 
denser. The inner two thirds of this singularly 
constructed bone has always a frail and mesh-like 
arrangement, and can therefore easily be cut 
through or crushed or nipped away. The inner 
part of the bone has a curved turbinated appearance 
and overhangs the floor of the nose. A careful 
examination also shows that the submucous tissue 
is not very firmly attached to the periosteum and 
can, therefore, be detached without any great 
difficulty. • 

The principle of the operation of anterior or 
middle submucous turbinectomy is essentially a 
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submucous secretion of the turbinated bones; it is 
applicable to either the inferior or the middle 
turbinals. 

The method consists in incising and dissecting 
up the soft structures from the underlying bone, 
and then making a submucous resection of the 
bone and extracting the resected portion. In this 
manner the flaps are allowed to subside on to the 
outer wall of the nose and their integrity is main¬ 
tained. For the operation some special instru¬ 
ments are necessary, and considerable lightness of 
touch and dexterity of manipulation are required. 

All the patients that I have operated upon have 
stood the operation very well under the influence 
of the local application of eucaine, and no general 
anaesthesia seems necessary; but this depends upon 
the person, and it might be better to administer a 
general anaesthetic in the case of some very sensitive 
people. In a usual way, however, the patient 
simply sits in an upright position, and has the 
head sufficiently supported. The exterior and 
vestibule of the nose are first sterilised with a 
solution of ethereal soap, or a weak solution of 
lysoform, and afterwards sponged with a 1 in 2000 
solution of spirit and biniodide of mercury. The 
anterior half of the inferior turbinal is rendered 
anaesthetic by (1) applying repeatedly a 10 per 
cent, solution of cocaine by means of cotton-wool 
mops, and (2) a pad of wool soaked in this 
solution is then applied for ten minutes to the 
turbinal surface. This usually completes the an¬ 
aesthesia, but if it is thought desirable to make this 
more perfect a submucous injection of eucaine or 
cocaine may be made. To diminish the amount 
of haemorrhage, which is often considerable, it is a 
good plan to pack a strip of gauze soaked in a 
solution of suprarenal, under and over the 
turbinal about to be operated upon and leave it in 
position for ten or fifteen minutes. With a good 
reflected light and the nasal speculum in position 
a clear view of the turbinal is obtained, and an 
incision through the mucous membrane down to 
the bone is made by means of a special short- 
bladed crescentic-shaped knife. The incision 
should extend longitudinally for nearly half the 
length of the turbinal surface, and be along the 
most dependent part; it should be continued 
anteriorly up to the point of attachment of the 
turbinal to the outer wall of the nose. A sharp- 
pointed, someivhat curved deflector should now 


be introduced at the incision and the soft tissues 
raised from the bone. This is done both on the 
upper and under surfaces, and with persevering 
and cautious manipulation an upper and a lower 
flap are gradually freed. A blunt-curved deflector 
is used after the separation has gone a little way, 
and in this manner one can work with greater con¬ 
fidence and less danger of slipping or button¬ 
holing the flaps. The process of raising the 
mucous membrane is sometimes best completed 
by means of a special long speculum with slightly 
curved blades. The blades of the speculum are 
gradually insinuated between the bone and its soft 
coverings and so a good view of the bone can be 
obtained. It only remains now to cut through 
and extract the cribriform piece of the bone. This 
is accomplished by first severing its connection 
with the outer, denser portion by means of a 
pair of short-bladed sharp scissors pushed forcibly 
backwards, and then with a pair of long, thin 
forceps, roughened longitudinally, the extraction 
of the severed piece of bone is completed. The 
flaps should be pressed outwards on the outer 
wall of the nose, and maintained in position by 
means of plugs of cotton-wool firmly wedged into 
the nasal passage, the object being to bring the 
cut edges into apposition, so that healing takes 
place very rapidly. To facilitate the removal of 
these plugs it is an excellent plan first to adjust a 
strip of oiled silk over the cut surface and to pack 
the woollen plugs over it. In such a manner the 
wool is prevented from adhering to the wound, and 
the whole can be pulled out with the greatest ease 
and only very slight traction. The plugs are usually 
left in position for forty-eight hours. 

When the middle turbinal is under operation 
the same steps are followed, but the incision is 
carried along the under-surface and up on to the 
anterior border. The soft tissues are deflected 
from the bone on each side, and the bone is re¬ 
moved either with Grunwald’s forceps or curved 
scissors. The flaps are then pressed together by 
means of woollen plugs passed up on either side- 
one along the septum and one on the outer wall. 

Where the impediment to free nasal breathing 
is due to enlargement of the anterior one third or 
one half of the inferior turbinals, or to blocking of 
the middle meatus by the hypertrophy of the 
middle turbinal this method of extracting the bone 
and pressing the flaps together is the most satisfac- 
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tory in its results. On the removal of the plugs 
the feeling of freedom of breathing is imme¬ 
diately experienced, the patients frequently giving 
generous expression to their sentiments on the 
pleasant change. There are no disagreeable after¬ 
effects, as the parts heal by first intention. The 
subsidence of the enlargement of the turbinal is 
permanent, and if properly performed there can 
therefore be no failure of the operation nor any 
necessity for its repetition. 

October i $ th , 1906. 


Schutte says that in the city of Meissen there has 
existed since last December a widespread epidemic 
among school children of a peculiar nervous affec¬ 
tion locally called the “ trembling sickness.” The 
patients are mostly children between the ages of 
nine and thirteen years, girls being the most 
susceptible. The affection first manifests itself by 
a more or less protracted period of nervous unrest, 
which is followed by the gradual development of 
a trembling of the right forearm and hand, which 
in severe cases extends to the left side also. The 
seizures of trembling last from a few minutes to 
half an hour and recur at varying intervals, some¬ 
times appearing also at night. The disease, it 
appears, has spread rapidly, the children apparently 
becoming the victims of a form of auto-suggestion. 
The treatment necessitates a removal from school 
and rest in bed for a time, followed later on by 
gymnastics andopen-air exercises. —Medical Record, 
vol. lxx, No. 13. 


A Guide to Diseases of the Nose and Throat 
and their Treatment. By Charles A. 
Parker, F.R.C.S.Edin., Surgeon to the Throat 
Hospital, Golden Square. London : Edward 
Arnold, Maddox Street, W., 1906. 

Mr. Parker has very wisely founded this book 
on lectures given by him at the Throat Hospital, 
Golden Square. It is quite clear that the three 
most important objects of a course of study at a 
special hospital are—first, to acquire the necessary 
dexterity to examine a patient systematically so as 
to overlook nothing ; secondly, to recognise and 
put in its proper place the particular pathological 
condition found ; and thirdly, to treat successfully 


I both the patient and the local abnormality. As 
I the author very pithily points out in his preface to 
I this eminently useful book, it is undesirable, when 
dealing with the many and varied diseases that 
may affect the upper respiratory tract, to follow any 
one plan rigidly. In this practical and accurate 
volume Mr. Parker has accomplished the difficult 
task of discussing etiology from the point of view 
of preventive treatment, of describing the gross 
pathology or naked-eye changes sufficiently fully to 
help in diagnosis, of laying stress on those sym¬ 
ptoms which require special treatment or are 
characteristic of any particular disease, .and of 
giving a full and detailed account of the various 
methods of treatment. An interesting example of 
the teaching of Mr. Parker is well shown in his 
remarks on the question of whether it is right to 
isolate every individual, healthy or unhealthy, in 
whom Klebs-Loeffier bacilli can be found. He 
says that it is true that in schools epidemics of 
diphtheria can be stamped out more surely and 
quickly by isolating all children, even though 
apparently healthy, in whose throats diphtheria 
bacilli can be discovered ; but, apart from this, as 
far as is known at present, healthy people, and 
people suffering from ailments in no way associated 
with diphtheria, in whom these bacilli can be found, 
are in no way a danger to the public by reason of 
I their presence, and consequently there seems to be 
no necessity for isolating them. If, therefore, the 
view that fibrinous rhinitis is clinically an absolutely 
different disease to nasal diphtheria, and that it 
never causes diphtheria in others, is correct, there 
can be no more reason for isolating patients suffer¬ 
ing from it than for isolating the healthy in whom 
Klebs-Loeffier bacilli are found. If the mere 
J presence of the Klebs-Loeffier bacilli is to be the 
! criterion of notification and isolation about a fifth 
I of the inhabitants of all large towns, and a less 
proportion of other districts, would be constantly 
' isolated, which would be both impracticable and 
absurd. Therefore, it may be held that it is not 
necessary to notify and to rigidly isolate fibrinous 
rhinitis. Seeing, however, that it is infectious as 
such from child to child, modified isolation should 
be adopted. The patient should not be allowed to 
attend school, should sleep by himself, and should 
not mix with other children, and before letting him 
run free again every care should be taken to make 
sure that the diagnosis was correct. 
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ON 

SOME CASES OF GALL STONES. 

By J. BLAND-SUTTON, F.R.C.S., 

Surgeon to the Middlesex Hospital, etc. 


During the last few months some cases of gall¬ 
stones requiring surgical interference and present¬ 
ing unusual features, have come under my care. I 
venture to report them, some on account of the 
curious effects to which they gave origin, and two 
mainly from the great age of the patients. 


Bilateral Pyosalpinx; Calculous Mucocele of the 
Gall-bladder; Cholecystectomy. 

A spinster, aet. 50 years, was placed under my 
care on account of uterine bleeding due to some 
small fibroids. She had been curetted in Germany 
six months previously ; this had been of little 
benefit, and was followed by fever and irregular 
attacks of vomiting. After examining the patient 
I satisfied myself that the fever, which sometimes 
reached 103° F., was due to an active pyosalpinx, 
but the vomiting resembled the spasmodic ejection 
of gastric contents which is associated with gall¬ 
stones impacted in the cystic duct rather than that 
which occurs in peritonitis. An operation was 
advised. 

On opening the abdomen by the usual median 
subumbilical incision I found the pelvis occupied 
by bilateral sacs due to distension of the Fallopian 
tubes with pus. Being anxious to determine the 
cause of the vomiting before interfering with the 
pelvic pus-sacs, I examined the pylorus and gall¬ 
bladder, and found the latter enlarged to the size 
of a fist and the cystic duct obstructed by a gall¬ 
stone. I tried to squeeze this into the gall-bladder 
but without success. The large tubal sacs were 
removed, and the patient made a good recovery in 
spite of occasional recurrences of the spasmodic 
vomiting. Six months later the attacks of vomiting 
became more frequent and ^.nnoying, so that the 
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patient asked to be relieved by operation. Chole¬ 
cystectomy was performed and she made an un¬ 
toward recovery ; there has been no vomiting since 
the operation. The gall-bladder contained many 
stones in addition to that which blocked the cystic 
duct (Fig. i). There was no sign of jaundice at 
any time she was under observation. 

Bilocular (hour-glass) Stomach due to Perforation 
of this Viscus by a Gall-stone. 

It is well known, and supported by careful 
observation, that gall-stones may perforate the 



Fig. i.—Gall-bladder converted into a calculous muco¬ 
cele by calculous obstruction of the cystic duct. Re¬ 
moved from a spinster set. 50 years. . 


gall-bladder and any adjacent hoilow viscus to 
which this organ may be adherent as the result 
of inflammation (cholecystitis), and find their way 
into its cavity. In the majority of cases the per¬ 
foration takes place into the duodenum, less fre¬ 
quently into the colon, and occasionally into the 
stomach. Recently I have had to deal with an 
unusual complication resulting from this mode, by 
which gall-stones escape into the stomach. 

A married woman, set. 40 years, was seized 
with sudden acute abdominal pain ; she remained 
severely ill for many weeks, and menstruation was 
arrested. This indeed those in charge of her to 


believe that she was the victim of an extra-uterine 
gestation. She remained a chronic invalid two 
years, and under the impression that she had a 
dead sequestered extra-uterine foetus in the abdo¬ 
men ; this led those in charge of the patient to 
place her under my care. A careful examination 
under anaesthesia proved this diagnosis to be un¬ 
tenable, but an indefinite and painful swelling 
occupied the epigastrium. 

This was exposed through a median supra- 
umbilical incision, and a curious complicated 
condition was unravelled. The stomach was 
bilocular (hour-glass shaped), the left half much 
the larger. The isthmic portion had very thick 
walls, and at the middle the fundus of an attenuated 
gall-bladder adhered to it. On separating this a 
large hole capable of admitting my index finger 
appeared, opening directly into tne pyloric loculus 
of this double stomach. The stomach adhered to 
everything in its immediate neighbourhood. I got 
out of this difficulty in the following way : The left 
(cardiac) loculus was anastomosed with the jejunum 
(gastro-jejunostomy), the hole in the wall of the 
pyloric loculus was carefully sutured to the peri¬ 
toneal edges of the wound and drained externally. 
The abdominal incision was sutured in a single 
layer. The patient made an uninterrupted recovery. 
The fistula closed in ten days. The course of 
events in this case may, I think, be interpreted in 
this way. The long attenuated gall-bladder had 
been the seat of a calculous cholecystitis, and had 
adhered to, and perforated, the anterior wall of the 
stomach. The slow inflammatory changes at the 
seat of perforation had caused contraction of 
the gastric walls, ending in the production of an 
hour-glass stomach. It is, of course, possible that 
the trouble in the first instance was due to the 
perforation of a gastric ulcer on the anterior wall 
of the stomach near the lesser curvature, which at, 
or near the time of perforation led to adhesion of 
the fundus of the gall-bladder. Whichever inter¬ 
pretation may be placed on the condition the con¬ 
sequences are uncommon, for though it is true that 
the liver often forms the base of a chronic gastric 
ulcer, I had never before seen the fundus of the 
gall-bladder in such a plight. 

It is curious that a few weeks later I saw a man 
with signs strongly indicating narrowing of the 
pylorus as a sequel of gastric ulcer. Eventually 
the patient was advised to submit to gastro-jeju- 
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nostomy, and at the operation, when the stomach 
was examined, an ulcer, probably malignant, was 
found on its posterior wall near the pylorus with 
the gall-bladder incorporated with it and forming 
its base. The gall-bladder was free from calculi. 

Intestinal Obstruction by a Gall-stone . 

A woman, aet. 79 years, was admitted into the 
Middlesex Hospital, under my care, with urgent 
symptoms of intestinal obstruction, which had 
existed forty hours. Her belly was unequally, but 
not greatly, distended. She was vomiting freely, 
and a turpentine enema, carefully administered, 
was returned unaccompanied with either wind or 
faeces. The nurses were allowed three hours to 
make the preliminary preparation of the skin. 
The abdomen was opened by a median sub- 
umbilical incision, and on dipping my hand into 
the pelvis a hard body was felt in the small 
intestine, which I at once suspected to be a 
gall-stone. On examination, it was found to be 
impacted in the ileum about six inches from the 
ileo-caecal valve. On first handling it the calculus 
seemed to be immovable, as it was tightly gripped 
by the wall of the bowel. Gradually the spasm sub¬ 
sided, and by gentle manipulation I succeeded in 
squeezing it through the ileo-caecal valve. The 
gall-bladder contained another calculus of some 
size, but considering the advanced age of the 
patient no attempts were made to remove it. The 
wound in the abdomen was closed with through- 
and-through sutures. The gall-stone (Fig. 2) was 
passed four days after the operation. The patient 
very quickly recovered. 

Mr. Hastings, the surgical registrar, searched 
the hospital registers and informed me that in the 
last ten years there had been two other examples 
of acute intestinal obstruction by gall-stones. In 
each instance. the stone was extracted through an 
incision in the intestine, and in each the conse¬ 
quences were fatal. 

The most striking clinical feature in the case is 
this : A large gall-stone painlessly ulcerated its way 
from the gall-bladder into the duodenum and gave 
rise to no # symptoms until its impaction in the 
narrowest part of the ileum produced all the dis¬ 
tressful signs of an acute obstruction of the small 
intestine. In this respect it is not singular, but I 
believe it is the oldest patient who has survived 
such an accident after coeliotomy. 


It is difficult to fix a limit of size which would 
permit a gall-stone extruded into the duodenum to 
traverse the small intestine and pass through the 
ileo-caecal valve. The lumen of the small intestine 
narrows from the duodenum to its termination at 
the ileo-caecal valve, and varies in diameter in dif¬ 
ferent individuals. The calculus represented in 
Fig. 2 stuck in the lowest segment of the ileum, 
but there are many gall-stones preserved in 
museums with a much greater diameter which 
haVe passed through the intestine. On looking 
carefully into the records and published descrip¬ 
tions, I have come to the conclusion that the limit 
may be fixed at 3 cm. (1^ inches), but a stone an 
inch (2*5 cm.) in diameter will, in some instances, 
find great difficulty in passing from the ileum into 
the caecum. 



Fig. 2. —Gall-stone of natural size. It caused acute 
intestinal obstruction, and in the course of a coeliotomy 
was manipulated through the ileo-Ccecal valve. It 
measures 7^5 cm. (3 inches) in circumference around 
its minor axis. 


Another interesting problem is the probable rate 
at which a large gall-stone travels the length of the 
small gut. 

Recently a case came under my observation 
which may help a little in this matter. A girl, 
set. 8 years, swallowed a thick pearl button with 
a diameter of 2*5 cm. (1 inch) at seven in the 
evening. The next morning at 11 o’clock a skia- 
graphic observation showed the button in the 
region of the ileo-csecal valve. It was in the same 
position three days later. On the fifth day it was 
discharged through the anus. 

This in a measure supports the view advanced 
by some writers that in a case of intestinal 
obstruction clearly due to a gall-stone it may be 
desirable to wait until the fourth day in order to 
give the calculus a chance of escaping naturally. 
I cannot subscribe to such a hard-and-fast rule. 
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Recurrence of Gall-stones after Operation. 

Much that is uncertain hangs around the ques¬ 
tion of recurrence of gall-stones. The opinions 
mainly held are these : Many cases supposed to be 
examples of recurrent gall-stones after operation are 
due to incomplete removal. This is indisputable. 
It is also established by observation that after 
cholecystotomy gall-stones have formed on the 
sutures (silk) employed to fasten the gall-bladder 
to the margins of the wound. This mode of forma¬ 
tion of gall-stones has been demonstrated experi¬ 
mentally. Rarely a recurrent gall-stone will form 
independently of such a nucleus. 

A gentleman, aet. 50 years, had cholecysto- ' 
tomy performed by an experienced surgeon ; the 
gall-bladder contained a large, soft gall-stone, which ! 
required piecemeal removal by a scoop. The | 
gall-bladder was drained. Five years later the 
patient began to suffer from a recurrence of his 
paroxysms of pain, and they became so severe that I 
he insisted on having surgical relief. j 

I laid open the scar left by the previous opera- 1 
tion and found the fundus of the gall-bladder 
slightly adherent to the peritoneum, but rounded | 
and showing no signs of a previous operation. I 
opened it and removed a gall-stone, equal in size to 
a large walnut, completely filling the gall-bladder. , 
I wished to perform cholecystectomy, but the ' 
patient, though anxious to submit to an operation 
for relief of pain, did not wish to run any undue ! 
risk, being quite willing to stand the chance of 
another operation. This is the only instance 
which has come under my notice of a recurrent 
gall-stone. 

Acute Calculous Cholecystitis in a Patient , (el. 76 
years ; Cholecystectomy. 

A lady, aet. 76 years, in apparently good health, 
was suddenly seized with acute pain in the gall¬ 
bladder region whilst driving to the railway station. 
She returned home and went to bed. The pain 


symptoms were those of an acute calculous chole¬ 
cystitis, and asked me to see the patient with the 
view of operative interference. I saw the patient 
on the third day of her illness, and agreed that the 
signs were those of an acute local suppuration in 
the neighbourhood of the gall-bladder, and in all 
probability depended on an acute calculous chole¬ 
cystitis, and that an immediate operation was the 
right course to pursue. Two hours later the abdo¬ 
men was opened through an incision in the upper 
part of the right rectus abdominis muscle. The 
intestines, omentum, and stomach were adherent 
to the under surface of the liver. On separating 
these the gall-bladder, as red as a ripe plum, was 
found sunk deeply in its fossa and surrounded by 
congested liver. On opening it, pus and white 
cholesterin gall stones freely escaped. A large 
stone could be felt impacted in the cystic duct, and 
in order to remove it the duct was incised. I care¬ 
fully explored the common duct, and finding it free, 
detached the gall-bladder and removed it; the 
cystic duct and vessels were secured with a single 
ligature of silk, and the oozing from the floor of the 
fossa was controlled by hot water. A wide drainage- 
tube was introduced and packed with gauze. 
There was very little loss of blood, and the patient 
rallied well from the operation. The gauze was 
removed in forty-eight hours, and the tube allowed 
to remain. Five weeks later the tube was dis¬ 
carded and the patient convalescent. 

The gall-bladder, as already mentioned, was the 
colour of a ripe plum and contained a large number 
of facetted white cholesterin calculi, but the stone 
impacted in the cystic duct was bile-stained. The 
walls of the gall-bladder were thickened, and at one 
spot near the middle of its free or peritoneal sur¬ 
face, in the condition of slough and perforated. 
The mucous surface was covered with patches of 
membrane which looked exactly like diphtheritic 
membrane. 

The case may justly be described as an acute, 


continued, and an indefinite but acutely tender | 
swelling could be made out under the right costal ! 
arch. These symptoms continued and were asso¬ 
ciated with fever, the temperature reaching io3°F., I 
accompanied two days later by a rigor and slight J 
jaundice. The patient was under the care of an ( 
excellent physician, and was also seen by a consult¬ 
ing physician, particularly interested in diseases of 
the gall-bladder, who at once decided that the 


perforating, suppurative, membranous and cal¬ 
culous cholecystitis. The cystic duct was firmly 
plugged by a calculus, and the gall-bladder con¬ 
tained many pure white cholesterin calculi, showing 
that it had been cut off from the bile-passages for 
a long period. I think it probable that the intes¬ 
tine was the source of infection. 

This is the oldest patient on whom I have per¬ 
formed cholecystectomy. 


October 22 nd , 1906. 
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CLINICAL LECTURES 

ON 

DISEASES OF THE ABDOMEN. 

By W. H. ALLCHIN, M.D., F.R.C.P., F.R.S.Edin., 

Consulting Physician to the Westminster Hospital. 

Lecture I. Introductory. 
Gentlemen,— I propose to utilise the opportunities 
which these lectures offer in bringing to your notice 
certain considerations involved in the investigation 
of abdominal disease, illustrating my remarks, so 
far as possible, by cases which have been under my 
care in the wards of the hospital. 

It may at once be objected that the grouping 
oLmorbid states according to the region affected, 
whether cephalic, thoracic, or abdominal, is neither 
scientific or precise; but though this may be ad¬ 
mitted, there is at least considerable convenience 
in such an artificial division, especially as regards 
clinical examination. At the same time, it is neces¬ 
sary to point out that the complete diagnosis of a 
case, the thorough ascertainment of the condition 
of the patient and his life-value (prognosis), is not 
restricted to the investigation of the region or organ 
primarily or mainly at fault, but should obviously 
include a purvieu of the entire organism in both its 
structural and functional aspects. It is, however, 
with the signs and symptoms of disease specially 
referable to the abdomen and with their mode of 
investigation that I am particularly concerned 
now. 

The object to be kept in view in the course of 
an abdominal examination is, as elsewhere in the 
body, to ascertain the character and nature of the 
departures from the normal structure and function I 
which may be present preliminary to forming a 1 
judgment or diagnosis of what is wrong, and also 
the manner in which it is wrong. Equally here as 
elsewhere a knowledge of the normal standard is 
presupposed to be possessed by the investigator. 
In respect to this standard one of the difficulties I 
connected with the subject, and a difficulty that is 
often very considerable, is that the normal of abdo- j 
minal structure, and in a great measure of the func¬ 
tions of the abdominal organs, is much less precise, 
much less easily defined, than it is in the case of 
the chest, where physical examination is capable of 


I of accuracy in results. Within what may be pro¬ 
perly regarded as healthy limits, there is to be found 
a wider range of size, of shape, of resistance, or of 
softness, as well as of the other physical features 
; discoverable by the application of the senses of the 
* observer; and with a more variable standard the 
1 difficulty of indicating the existence of disease be- 
1 comes proportionately greater. Frequent illustra¬ 
tions of this difficulty will occur in the course of my 
I remarks. 

, The means and methods by which the examination 
is pursued offer nothing peculiar. As in the diseases 
of other regions, certain information is obtained by 
1 a questioning of the patietit or his friends, such as 
, the facts, favourable or otherwise, bearing on the 
“ family history” of the patient—from which some 
I estimate may be formed of the inherited life-value 
I of the patient and, consistently with very uncertain 
I prevailing knowledge, his liability to certain 
diseases or to a longer or shorter life than the 
i average man. Bearing also on the quality of the 
j human machine under examination will be the 
information obtainable by inquiring as to the “ per¬ 
sonal history ” of the patient, such as the previous 
I illnesses, the occupation, habits, general state of 
health, regularity of menstruation, as well as the 
j age and sex, of the patient. From the data so 
| obtained some opinion may be formed as to the 
! manner in which the tissue-quality of the individual 
with which he started his life has been affected for 
good or ill by his subsequent living up to the time 
that he comes under observation, what predisposi¬ 
tions to disease he may have thereby acquired, or 
what probability there may seem to be of a dimi¬ 
nished body resistance to prejudicial influences in 
his environment. Although it is perfectly true that 
the information in respect to this branch of the 
inquiry may be vague and unsatisfactory, and the 
opinion formed thereon be but imperfect and ill- 
defined, yet something which may have an im¬ 
portant bearing in framing the final judgment of 
the case may be elicited, and by frequent ex¬ 
perience of the family and personal histories of 
patients you will come to possess a stock of know¬ 
ledge, difficult to formulate though it be, which 
will often materially help ypu when brought to bear 
upon an individual, especially, I believe, in the 
formation of a prognosis. As a general rule, I 
think it well to make the inquiries on these points 


its greatest degree of perfection in procedure and j at the outset of the investigation : it is certainly 
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more logical to do so, although in the course of the 
subsequent examination special indications may 
arise for reverting to these matters, when leading 
questions may be put. 

The next direction in which the inquiry must be 
directed is the account of the “ present illness ”— 
its supposed exciting cause, its mode of onset, and 
its course up to the time of the patient coming 
under your care, as well as any previous treatment 
that may have been followed. Here the questions 
cannot be too carefully framed, nor can too much 
care be expended in eliciting the actual facts by cross- 
examination of the statements made. It is well, I 
think, as a rule, to record the patient’s answers to 
your inquiries, as far as possible in the patient’s 
own words, without attempting to translate them, 
as it were, into what would seem to you to be more 
precise scientific expressions; by so doing you are 
apt to prejudge the case, and unconsciously to be 
forming adiagnosis before you havesufficientgrounds 
to do so. This, I think, should be especially ob¬ 
served in regard to the patient’s account of subjective 
symptoms, the verbal description of which is, in 
great measure, conventional under all circum¬ 
stances, and seldom to be described in really 
accurate terms. You will frequently find that pains 
and aches, or other sensory discomforts, are re¬ 
ferred to in exactly the same words by different 
persons, identical comparisons being used, and 
this to such an extent as sometimes, I believe, to 
suggest the actual seat, and even nature, of the 
malady. It would be some time, however, before 
your experience would be sufficient to allow you to 
place any importance on this kind of evidence, and 
even at the best, I need scarcely say, it should 
always occupy a subordinate place among the data 
upon which you will base your diagnosis. 

Among the items of information obtained in 
connection with the history of the “ present 
illness,” several points, demand special attention. 
One of these is whether or not there has been any 
loss of weight and, if so, to what extent. This is 
clearly of more significance, and indeed is more 
likely to have occurred to any appreciable extent, 
in cases that have already lasted some time. It is 
a most important circumstance to be taken into 
consideration whichever way it may be. A chronic 
form of disease, abdominal or other, wears a 
different aspect in respect both to its diagnosis and 
its prognosis when it is associated with no par¬ 


ticular or progressive emaciation to what it does 
when the scales record a weekly fall. Excluding 
the development of anasarca or of ascites or an 
increase in size of a cyst, all of which may obvi¬ 
ously tend to maintain or even increase the total 
body weight, a progressive falling off is to be 
regarded as evidence of a serious failure in the 
general nutrition, and to be considered accord¬ 
ingly. At the same time, an increase, when this 
is due to excessive fat-formation, is not to be 
looked upon as an evidence of good health. In 
considering the significance of loss of weight, the 
appetite and amount of food taken and its quality 
must also be r/eckoned with, since a loss with a 
coincident nornfal or increased ingestion is clearly 
more serious than a loss when the patient is taking 
but little nourishment. As the most important of 
the organs concerned in digestion, and some at 
least of those concerned in the metabolism of the 
digesta, such as pancreas and liver, are situated in 
the abdomen, this question of loss of weight comes 
to be of special importance in the investigation of 
diseases in this region. The case of a middle- 
aged woman recently admitted under my care 
serves to illustrate this point. For some months 
she had complained of slight pain and tenderness 
in the left hypochondrium and flank, but for a 
long time nothing abnormal could be detected by 
physical examination ; after some months, how¬ 
ever, a vague feeling of a deep-seated swelling in 
that locality was noticed by the medical man 
under whose care she was, and she was sent into a 
provincial hospital with a view to a more complete 
diagnosis. Nothing definite, however, was arrived 
at, and the patient returned home and shortly after 
the swelling became more distinctly apparent, and 
in the course of a few weeks she was sent to me. 
She was a stout person, who complained of nothing 
but the localised pain and tenderness, the latter 
being very marked; an obvious tumour was to be 
felt in the situation of the splenic flexure and ex- 
I tending along the descending colon. The bowels 
I were said to be regular and she had not lost flesh. 

I Based especially on the last-mentioned fact, and 
[ the situation of the lump, I strongly suspected the 
mass was faecal in nature, though whether any 
stricture in the gut existed as well I was uncertain. 
I did not allow her statement as'to the regularity 
of action of the bowels to influence me for a 
moment, and I would strongly advise you to adopt 
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the same principle; for, as I shall frequently have 
occasion to remind you, though there may be 
a daily action in the majority of women, especially 
if somewhat stout, the action is not adequate, and 
a state of constipation really exists even with an 
evacuation every day. The capacity of the colon 
in women is extraordinarily variable and deceptive 
and must be prominently borne in mind in the 
investigation of abdominal disease in females, and 
unless there be any indication to the contrary, free 
emptying of the bowel by enema or otherwise 
should always precede examination, and the same ! 
is frequently desirable in men. A succession of 
enemas, with saline aperients entirely removed the 
“ tumour ” in this patient, and with it all pain and 
tenderness. The habitual state of the bowels, and 
the amount of sleep usually enjoyed, are further 
circumstances to be ascertained as a preliminary to 
the actual examination of the patient, and such modi¬ 
fications of these habits as may have occurred in 
connection with the present illness should be noted. 

By questioning the patient there is also to be 
learned the actual symptoms of which the patient 
then complains, or that have induced him to seek 
>our advice. On such points the patient is apt to 
be ver>*discursive, and a good deal of difficulty is 
often experienced in keeping him or her to the 
point; and this is so not only among the class of j 
persons who attend at hospitals, but particularly 
among your private patients, who will occupy, if 
allowed, a large share of your time in detailing 
wholly irrelevant matter, together with their opinion 
on the case, which, after all, is what they consult 
you for. As specially referable to the abdomen 
are pain and tenderness, their situation, characters 
and conditions of manifestation, together with 
various sensations of varying intensity and nature; 
nausea, vomiting, diarrhoea or constipation, as well 
as other indications of perverted gastro-intestinal 
action ; also such objective signs as swelling of the 
belly, with or without a similar state of the legs, 
and perhaps even the detection by the patient him¬ 
self of a “ lump.” The detailed investigation of these 
points forms the subject-matter of these lectures. 

Passing now to the method of investigation known 
as physical examination , which consists in the ascer¬ 
tainment by the orderly application of the senses of 
the physical characters presented by the region, 
such as colour, size, shape, resistance, extent of 
resonance or dulness, and the like, no special | 


means of procedure are peculiar to the abdominal 
examination, but the relative extent to which the 
several methods of inquiry are applicable, and the 
significance of the data obtained, differ a good deal 
from what obtains in respect to the chest or 
other regions of the body. By inspection including 
measurements, by palpation, percussion, and auscul¬ 
tation, certain facts are ascertained indicative of the 
physical condition of the area examined, from which 
certain inferences as to the existent morbid condi¬ 
tion, and the nature thereof, may be drawn. In the 
course of the inquiry each of Jhese methods is suc¬ 
cessfully pursued, but it must be remembered that 
each is limited in its scope, and the results obtained 
by one method are confirmed, corrected, or dis¬ 
proved, it may be, by other methods; thus feeling 
may modify the data which seeing has furnished, 
and percussion or auscultation may further extend 
and make more accurate the first impressions. The 
mutual correction of the several senses in the course 
of their application obviously makes for greater 
precision. Without doubt the chest offers the best 
opportunity for physical examination: the condi¬ 
tions ascertainable are more numerous and more 
certain, the several methods can be more extensively 
carried out, and the mutual correction is greater. 
Although of great value in respect to the abdomen, 
the methods have a distinctly less range of applica¬ 
bility, and are less fruitful in result. It may be well 
to dwell on this a little more in detail. Thus, in¬ 
spection, which is almost the only mode of examina¬ 
tion that can be applied to the head, is of about equal 
value as regards the chest and abdomen, and fur¬ 
nishes a series of data, some of which, such as 
colour, are ascertainable by sight only. Palpa¬ 
tion, which is of insignificant value and application 
as regards the head, is all-important in reference to 
the abdomen. Deprived of tactile sensibility, the 
observer would have no other means of learning the 
important lessons which the tactus expertns teaches 
him.* Such are the feel and consistence of the 


# “ The tactus expertus , a fine delicacy of touch capable 
of very nicely feeling and discriminating between impres¬ 
sions, may be more or less acquired by mere experience; 
but the tactus eruditus, the faculty of properly interpreting 
these impressions and their differences includes an exercise 
of the understanding, and requires a due consideration of 
the subject in its relations of cause and effect.”—Dr. 
C. J. B. Williams, “ On the Physical Examination of the 
Abdomen in Health and Disease,” ‘ London Journal of 
Medicine,’ 1851. (Only three lectures were published.) 
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object as ex]J)re£sed by f such terms as “ hard,** 
“ tense,” “ resistant,” “ soft,” “ flaccid,” “ yield¬ 
ing”, “ smooth,” “ rough,” and also the very 
special quality of temperature. Fortunately, we 
possess in the thermometer an instrument which 
renders us independent of our own temperature 
sense, and furnishes far more reliable evidence 
than the observer’s own fingers can do. Per¬ 
cussion, scarcely applicable in the examination 
of the head, is less extensively in use, and, perhaps, 
on the whole less valuable in the investigation of 
the abdomen than ^t is in the chest. For the 
recognition of the phenomena elicited by this 
method of inquiry, as also of those sounds which 
accompany the working of various organs of the 
body, and that experience has shown are liable to 
considerable modification in disease (auscultation), 
the sense of hearing is, of course, essential—no one 
of the other channels of information to the sen- 
sorium could replace the auditory nerve and ear. 
The appreciation of odours and flavours are as 
obviously confined to the senses of smell and taste. 

For the characters indicated by the terms “ size,” 
shape,” and “ position,” which are among the most 
valuable of the data upon which the diagnosis is 
made, we are dependent on the associated exercise 
of two or three senses—sight, touch, and hearing 
—which, pursued each in its own manner, renders 
the resulting mental impression the more accurate 
and precise, the several procedures mutually con¬ 
firming or contradicting one another, thereby 
diminishing the chances of error to which an 
, isolated uncontrolled observation is more liable. 
These conditions may sometimes be registered 
with exactness by means of the tape measure, the 
calipers, or the cyrtometer; but since the abdominal 
viscera are for the most part so placed as to be 
incapable of being directly seen or felt, the results 
of their physical examination are in great part in¬ 
ferential. Another series of phenomena connected 
with’ the abdomen, which we recognise by both 
sight and touch, are movements of various kinds. 
The degree to which they may be visible or pal¬ 
pable is often of much importance in the diagnosis ; 
and whilst at times their extent may be sufficiently 
gauged by inspection, in other cases their amount 
may be best appreciated by the application of the 
hand,* when the information so obtained may con¬ 
firm or contradict what appears to the eye. Here, 
also, by means of certain instruments of precision, 


such as the stethograph, many of the movements 
may be graphically recorded. To a certain, though 
minor, extent some of the conditions which are 
comprised within the “ feel ” of the integuments, 
which therefore are tactile sensations, are supple¬ 
mented in their observation by the sense of vision; 
and such appearances as are indicated by the 
terms “ smooth,” “ shiny,” “ glazed,” “ rough ” 
partly depend for their appreciation on being seen 
as well as felt. 

By these means is accumulated a series of 
observations, some indicating a morbid, others a 
healthy state, some wholly accurate, others more 
or less imperfect from want of skill in the exa¬ 
miner, or from impossibility of complete attain¬ 
ment. Such observations, the visible, palpable, 
and audible signs of certain physical states, furnish 
the groundwork from which may be inferred the 
disease that exists; and whilst no satisfactory 
diagnosis can be formed until these observations 
| shall have been made, it may happen that a judg- 
| ment as to the pathological condition must be 
| suspended even with a very complete knowledge of 
the physical signs.* 

The patient under examination should lie on 
the back flat, or with the shoulders very slightly 
raised, in a good light, the source of which should 
be directly in front of or behind the couch, and 
should not, if possible, come from one side, as 
thereby the exposed surface of the trunk is 
unevenly illuminated and shadows are thrown 
which are apt to be very misleading when noting 
the visible movements, prominences, or other 
appearances presented by the abdomen. Some 
I observers have attached much importance to 
| having the patient’s legs drawn up, supposing that 
this relaxed the abdominal muscles and so favoured 
palpation. Any such relaxation can only occur 
indirectly by the slight tilting upwards of the 
pelvis to which the thigh muscles are attached, 
and is seldom other than very slight, if indeed it 
can be appreciable, whilst the flexed thighs are 
often very much in the way. But if the lower 
limbs are not drawn up, they must be kept sup¬ 
ported on the bed and not allowed to hang over 
the end of the couch, since that would render the 
abdominal walls tenser by tilting the pelvis 
downwards. 

* See paper by the writer on “ The Scope of Physical 
Examination,” * Westminster Hospital Reports,’ 1888. 
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Sometimes it is necessary to shift the posture* 
arid turn the patient on one or other side, or even 
on the face, or, it may be, to place him in the 
knee-elbow position in order to make more evident 
movable viscera or tumours which under such cir¬ 
cumstances would fall forwards towards the anterior 
abdominal wall, or to detect a small quantity of 
fluid which would occupy the most dependent part. 
Occasionally for a similar purpose it may be de¬ 
sirable to make the examination when the patient 
is standing. 

Not infrequently the satisfactory palpation of the 
abdomen is much interfered with by the rigidity of 
the abdominal muscles, the causes of which I shall 
subsequently refer to. To overcome this difficulty 
it may be necessary to administer sufficient chloro¬ 
form to bring about relaxation of the muscular 
parietes, and advantage may be taken of the 
narcosis to make such rectal or vaginal examina¬ 
tions—consent having been previously obtained— 
as may be needful. On this subject Dr. Frederick 
Hewitt, than whom there is no more competent 
authority, writes : “ When an anaesthetic is required 
for an abdominal examination it is, as a rule, 
necessary to administer it to the full surgical 
degree. The idea that ‘a few whiffs of chloro¬ 
form ’ will suffice for the purpose is quite a 
mistake. In selecting the anaesthetic the most 
important consideration is the type of subject. 
Speaking generally, ether (preceded if possible by 
nitrous oxide) is suitable for women and for thin, 
muscular men ; whilst a mixture of chloroform and 
ether (two of the former to three of the latter) 
answers well for most other subjects, and particu¬ 
larly for obese patients. Care must be taken in 
using a chloroform mixture, and particularly chloro¬ 
form itself, lest in hurriedly attempting to obtain 
muscular relaxation an overdose be given. Ether 
has an advantage over chloroform or its mixtures 
in that it may be safely and rapidly pushed to the 
deepest anaesthesia with little or no risk. If it be 
badly borne the patient should be allowed to 
recover sufficiently to expel any laryngeal mucus 
by cough, and a change to chloroform should then 
be effected. Nitrous oxide and ethyl chloride are 
unsuitable anaesthetics in cases of this kind owing 
to the muscular rigidity which generally attends 
their use. Should delay occur in obtaining com¬ 
plete muscular relaxation with ether, the C.E. 
mixture, or chloroform, the anaesthetist may usually 


expedite matters by inserting a mouth-prop (to 
secure oral as opposed to nasal breathing) by 
pushing the lower jaw well forward, by sponging 
out mucus, or, in the ca$e of ether, by admitting 
more air >vith the Vapour. Finally, it must be re¬ 
membered that whilst it is usually necessary in the 
case of vigorous subjects to administer large 
quantities of the anaesthetic before the abdominal 
muscles completely relax, this relaxation may in 
the case of weakly persons and in those of seden¬ 
tary habits, be brought about by quite small 
doses.” The tension may sometimes be suffi¬ 
ciently relaxed by a hot bath, and in suitable cases 
the examination may be made whilst the patient 
is immersed. It is also claimed for this plan that 
abdominal tenderness which interferes with palpa¬ 
tion is greatly lessened. I cannot speak from 
much personal experience of the method. 

Considerable assistance in ascertaining the out¬ 
line, and hence the size and position, of the 
stomach and colon may be obtained by artificially 
distending these viscera with gas, as in the case 
of the former, by making the pdtient swallow 
separately the dissolved acid and alkali con¬ 
stituents of a Seidlitz powder. This as w r ell as 
other intra-gastric investigations have been carried 
out on the Continent far more extensively than in 
this country, where our people would not so readily 
submit to such methods. I venture to doubt 
whether the results are altogether commensurate 
with the discomfort inflicted however skilled in 
the technique the observer may be, though I 
should be the last to deny that some extension of 
our knowledge has been acquired. 

So far but little help has been obtained from the 
employment of the X rays in the examination of 
the abdomen and its contents. There would seem 
to be, however, a promise of future usefulness as 
the methods of application become better de¬ 
veloped. Ordinarily there is not sufficient contrast 
in the outlines of the various abdominal viscera to 
render them easily distinguishable by the rays; 
but the boundaries of the stomach or large in¬ 
testine may be made more distinct by inflating 
them with gas whereby their areas appear lighter 
on the screen as the rays pass more easily through 
the gas. Or subnitrate of bismuth may be mixed 
with the food, and this being more opaque to the 
rays a shadow is thrown on the screen. The 
movements of the stomach during the progress of 
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digestion, the upper and lower border of the liver, 
the lower border of the spleen, the position of the 
kidney, especially the left, renal calculi, the level 
of ascitic fluid, extra-uterine fcetation, and to some 
extent morbid growths in the abdomen, have been 
recognised more or less completely by those skilled 
in this mode of investigation. 

Of the greatest importance in the investigation 
of abdominal disease, though of course not re¬ 
stricted to such maladies, is the examination of 
the excreta, faeces and urine, as also the contents 
of the stomach, whether these have been vomited 
or have been removed by the stomach pump or ! 
tube for the purpose. I cannot too strongly urge 
upon you the necessity of seeing the motions of j 
your patients, not once only, but for several days I 
in succession. Many an obscure case becomes j 
clear when this is carried out, and will remain 
obscure until the inspection is made. Do not 
take the patient’s account, but see for yourself, and 
insist on the evacuations being passed into | 
separate utensils and left undisturbed until you 
see them ; the relation of the several abnormal 
constituents of a stool—blood, mucus, etc.—to the 
faecal matter is often of importance, and this is apt 
to be disturbed and rendered valueless if the 
motion be shaken up. Fluid drawn off from the 
peritoneal cavity or from cysts must of course be 
examined, chemically for urea, chloride of sodium,' 
albumen, sugar, etc., and microscopically for leu¬ 
cocytes, red blood-corpuscles, and other cells, 
hydatid hooklets, and other parasitic evidence. It 
is frequently desirable also to examine the blood 
itself, since evidence of considerable diagnostic 
value may be thus obtained. On all these matters, 
however, I hope to speak to you in detail later on. 

You will understand, of course, that by the 
methods of physical examination gross structural 
alterations in the abdomen and its contents are 
ascertained and the nature of the morbid change 
therein in great measure inferred. Some evidence 
of the functional imperfections—chiefly those con¬ 
cerned with the motility of the gastro-intestinal 
canal—may be obtained, but for the investigation 
of these a study of the symptoms presented by the 
patient must be undertaken And here it behoves 
us to take note of what is natural as well as what 
is abnormal, and not to venture too readily on a 
diagnosis from the observation of what is wrong 


I normal urine, or the regular action of the bowels 
I with healthy stools, a proper appetite, and freedom 
J from pain, or the normal state of more remote con- 
I ditions, such as the pulse and respiration, with 
I many others, are often of considerable significance 
in arriving at a correct opinion of the patient’s 
malady, often indeed of as much value as are pro¬ 
nounced departures from the healthy state. It is 
to be remembered also that not a few abdominal 
affections, very real in character, are singularly free 
from physical signs of their existence, which is 
manifested by symptoms only, and it may be by 
those of a purely subjective character, thus adding 
much to their obscurity and difficulty of recogni¬ 
tion. Many a case is to be met with in which for 
a long time nothing beyond an abdominal pain is 
complained of, unaccompanied by other sign or 
symptom of disease. A suspension of judgment is 
then usually the safest course, for a dismissal of 
the condition as of no moment may ultimately 
prove to be most incorrect. Many forms of in¬ 
digestion, both gastric and intestinal, offer only 
symptoms, physical examination revealing nothing 
wrong. 

As a general rule, I may remark that the sym¬ 
ptoms connected with diseases of the abdominal 
viscera are less definitely indicative of the par¬ 
ticular organ at fault than is the case in other 
regions of the body. Even those peculiarly refer¬ 
able to certain organs are frequently induced re- 
flexly or otherwise by affections of other parts. 
Thus vomiting, which one specially associates 
with gastric disorders, is frequently determined by- 
disease elsewhere, it may be so far away as the 
brain, the stomach itself being quite healthy. The 
same may be said for diarrhoea and for constipa¬ 
tion, which by no means of necessity depend upon 
intestinal affections. Even haematemesis, or the 
passage of blood per anum, may be ultimately due 
to morbid conditions outside the stomach or bow-el. 
The unreliability of pain as an indication of the 
parts affected will early engage our attention. 
Hence it is that the significance of individual 
symptoms is apt to be less precise, thereby adding 
a further difficulty which calls for both experience 
and careful judgment in arriving at a conclusion 
and framing a plan of treatment. This, what I 
may call confusion of symptoms, suggests a close 
association of the abdominal organs, if not in their 


alone. Thus, for instance, the normal passing of a 


normal functions, at least in the manifestations to 
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which they give rise when those functions are per- ; 
verted. I do not wish you to suppose that this is 
always so, and that there are no symptoms which 
at once proclaim the seat of the disease and even 
to a great extent its nature, but such evidence is 
not frequent. 

It may be well to have clearly before us an 
enumeration of what organs and structures the 
abdomen includes, the morbid conditions of which 
we are about to investigate. 

To begin with the parietes. These consist of the 
integuments including the umbilicus of which 
nothing special need now be said, the subcutaneous 
and subserous connective and adipose tissues, the 
former continued on to the thorax and thighs, 
the latter forming a continuous stratum beneath 
the parietal peritoneum, except in relation to the 1 
diaphragm, and extending thence between the ; 
layers of the mesenteries and omenta as well as 
through the aortic opening in the diaphragm into 1 
the thorax. Subject to great variation in the | 
amount of fat this tissue contains, it is much the I 
most abundant in the posterior part of the abdo- j 
men, where it forms a thick padding embedding 
the kidneys and adrenals, filling in the interstices 
among the vessels, nerves, plexuses, and other 
post-peritoneal structures, and becoming con¬ 
tinuous also with the connective tissue capsules ( 
and stroma of those organs, which are only par- j 
tially covered by the serous membrane. This general 
continuity of the subperitoneal layer has an im- , 
portant bearing on the course taken by collections j 
of pus, and also in the direction of extension of 
certain new growths which spring from the neigh¬ 
bourhood of the kidneys. Then there are the 
muscles—anteriorly the pyramidales, not always 
present, and the recti extending from the pubic j 
symphysis and crest to the ensiform and fifth, sixth j 
and seventh costal cartilages. Each muscle is en- i 
closed in a sheath derived from the aponeurosis of 
the lateral abdominal muscles, which forms a com¬ 
plete investment for the upper three fourths, but 
is deficient posteriorly below where the muscle is 
in direct contact with the transversalis fascia. j 
The sheath of the rectus forms, with its fellow in 
the middle line, the linea alba, and differences are 
met with in the degree to which the recti approxi¬ 
mate in their upper two thirds, sometimes a con¬ 
siderable interval exists. The anterior surface of 
each rectus is marked by three tendinous inter¬ 


sections, lineae transversae; the lowest being opposite 
the umbilicus, and the highest about the level of 
the tip of the ensiform cartilage, the third being 
intermediate. Except where there is much subcu¬ 
taneous fat the outer curved border of each rectus 
as well as the furrows corresponding to the lineae 
transversse are more or less distinctly to be seen. 
The lateral group of abdominal muscles consists 
of the external and internal oblique and the trans¬ 
versalis, which form the sides of the cavity, the 
fibres of the first named slope down and forwards 
and are wanting in the anterior part, being inserted 
into a broad aponeurosis which contributes to 
form the sheath of the rectus, blending with a 
similar structure connected with the internal 
oblique and with the transversalis. The general 
direction of the fibres of the last named muscle is 
horizontal as that of the internal oblique is 
upwards and forwards. Superficial to these 
muscles, but beneath the subcutaneous fat, there 
is a membranous fascia which, by being attached 
along Poupart’s ligament, formed by the lower 
thickened margin of the aponeurosis of the 
external oblique, prevents the extension of fluid in 
the abdominal wall on to the thigh. In this same 
aponeurosis just above the inner end of Poupart’s 
ligament is an opening, the external abdominal 
ring, through which pass the spermatic cord, or 
round ligament of the uterus. Lining the abdomen 
and in contact with the transversalis muscle ex¬ 
ternally, and internally with the peritoneum, is the 
transversalis fascia, which is continuous posteriorly 
with the lumbar fascia and the extensions there¬ 
from. The quadratus lumborum and psoas muscles, 
with the iliacus, form the posterior group of 
muscles of the abdominal wall. For the exit from 
the abdominal cavity of the spermatic cord, or 
round ligament, there is an aperture in the trans¬ 
versalis fascia, the internal abdominal ring, situated 
about midway between the anterior superior iliac 
spine and the pubic symphysis, half an inch above 
Poupart’s ligament. The passage between the two 
rings is known as the inguinal canal. On either 
side of the spines of the vertebrae, occupying the 
vertebral groove, are, from the middle line outwards, 
the multifidus spinae, semi-spinalis, longissimus 
dorsi and ilio-costalis muscles. 

The roof of the abdominal cavity is also formed 
by a muscle, the diaphragm, which arched 
upwards reaches on the right side at its highest 
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point to the level of the fifth rib in the mid- 
axillary line, or rather below the nipple, and 
somewhat lower on the left side just above the 
xipho-sternal articulation level. It is covered in 
great part by the peritoneum without the inter¬ 
vention of any subserous fatty tissue, the pillars 
passing downwards on the bodies of the first three 
lumbar vertebrae. The aorta, inferior vena cava, 
superior epigastric and musculo-phrenic vessels, 
vena azygos major, thoracic duct, vagi, sympathetic 
cords and splanchnic nerves pass through this 
muscle. The floor of the abdominal cavity, lower 
outlet of the pelvis, is also closed by muscles, the 
levator ani and ischio-coccygeus on each side. 

The osseous framework of the abdomen is 
formed by the five lumbar vertebrae, the sacrum 
and coccyx, the last two with the innominate bones 
forming the pelvis. Owing to the arched position 
of the roof and the consequent extent upwards of 
the abdominal cavity, this latter is to some extent 
protected laterally and behind by the lowest ribs 
with attached diaphragm. Very slight movement 
is possible in any part of this framework. 

The arteries supplying the parietes are derived 
from the aorta, viz., lower intercostals, lumbar, 
superior and inferior phrenic, and middle sacral; 
the ilio-lumbar, lateral sacral, gluteal, obturator and 
sciatic branches of the internal iliac; the deep 
epigastric and deep circumflex iliac branches of 
the external iliac; the superficial external pubic, 
superficial epigastric and superficial circumflex iliac 
branches of the femoral artery; and the terminal 
branches of the internal mammary artery from the 
subclavian trunk. Besides the veins corresponding 
to these vessels, there is an extensive system of 
subcutaneous veins over the abdomen which freely 
communicate with each other, as well as above 
with the veins of the thoracic walls (whereby the 
blood is returned to the heart by the superior vena 
cava) and below with the femoral vein, which 
transmits the blood to the inferior vena cava. It 
is important to remember that very numerous, 
though for the most part small, communications 
take place between the parietal vessels and those 
of the abdominal viscera. 

The superficial lymphatics of the abdominal 
parietes above the umbilicus drain into the 
anterior axilliary or pectoral glands, the lower 
vessels into the superior inguinal glands. The 
deep vessels in the parietes pass into the deep set 


I of glands which lie between the peritoneum and 
; transversalis fascia, and their contents ultimately 
pass into the thoracic duct. 

The motor and sensory nerve-supply of the 
structures forming the abdominal wall are derived 
from the lower seven thoracic, the lumbar, sacral 
and coccygeatl, nerves, both their posterior primary 
; and anterior primary branches. 

The peritoneum is a serous membrane lining the 
abdomen and covering more or less completely 
| the contained organs, for some of which it forms 
suspensory ligaments and mesenteries. It is so 
disposed over the viscera as to form two sacs ; the 
! greater is that of the general abdominal cavity, 
the lesser is behind the stomach, the two being 
j connected by a narrow neck, termed the “ fora- 
j men of Winslow.” Some of the viscera are entirely 
enveloped by the peritoneum, such as the stomach, 

| except immediately behind the cardiac orifice, 

1 jejunum, ileum, caecum, appendix, transverse colon 
and sigmoid flexure, the duodenum and ascending 
! and descending colon are but partially govered, 
the spleen and the greater part of the liver is 
I covered, whilst the pancreas, kidneys and adrenals 
I are only covered on their anterior surface. The 
' line of attachment of the mesentery which slings 
j the jejunum and ileum, or in other words, the line 
along which the peritoneum is reflected off from 
| the posterior wall, is about 6 inches in length, and 
t extends from the left side of the second lumbar 
i vertebra obliquely downwards to the right iliac 
! fossa across the fourth part of the duodenum, aorta, 
j inferior cava and right psoas muscle. Inasmuch 
; as the bowel which the mesentery supports is 
| about 21 feet in length, the membrane is neces¬ 
sarily much folded and of an average length of 
j 8 inches from its attachment to the bowel to the 
posterior abdominal wall. Between its layers are 
blood-vessels, lacteals, nerves, lymphatic glands 
| and fat. Owing to the reflection of the serous 
, membrane off the posterior abdominal wall on to 
the intestine, there occur at various places, especi¬ 
ally at the duodeno-jejunal junction, in the region 
of the caecum and appendix and at the sigmoid 
flexure, various fossae or pouches into which por¬ 
tions of the bowel may slip. Hanging down from 
the lower border of the stomach over the transverse 
colon and most of the small intestine, is a fold of 
peritoneum consisting originally of four layers, 
which often reaches jiearlv to the pubes, this is 
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known as the “great omentum,” and in very obese 
persons it usually contains a large quantity of fat. 

It is convenient, at least for clinical purposes, to 
group the abdominal viscera into hollow and solid. 
Among the former are the termination of the 
oesophagus, stomach, small and large intestine, 
and rectum, the gall-bladder with the main bile- 
ducts, and the pancreatic duct; the urinary 
bladder, ureters and pelves of the kidneys, uterus,' ! 
and Fallopian tubes. Concerning these several 
structures it is to be remembered that they all ' 
communicate more or less directly with the ex- ' 
terior of the body, and for that reason are subject I 
to the invasion from without of morbific agents, 
as well, of course, in common with other tissues, of | 
invasion from the blood-stream. Structurally they ; 
are all lined by a mucosa, the epithelial surface of j 
which differs in different situations both in histo- ' 
logical characters and to some extent in function, j 
though for the most part it is protective and i 
secretes a variable quantity of mucus. Formed by 
tubular involutions of the alimentary mucosa are j 
numerous glands of a special secretory character, ; 
being concerned in the formation of the gastric 
and intestinal juices. The columnar epithelium of ! 
the gastro-intestinal tract takes also an important | 
share in the absorption of the digested food stuffs, 
effecting in them synthetic changes which render 
these substances more suitable for assimilation. 
There is no doubt also that a considerable excretion | 
of waste material, and even of gases, takes place 
into the stomach and intestine, though the exact 
site and mechanism of this is unknown. External j 
to the mucous membrane is a musculature com- I 
posed almost entirely of plain muscular fibre-cells, [ 
disposed in a longitudinal and in a circular j 
manner of very variable thickness, corresponding 
to the demand that exists for the propulsion of the 
fluid or solid contents of the viscus. Outside of 
all is a coat of connective tissue, which is often of 
considerable thickness and strength. Many of 
these organs, as previously indicated, are covered 
more or less completely by the peritoneum. 

The solid organs are (a) the liver and pancreas, 
large glands which have an important function in 
the process of digestion, more especially the latter, 
by means of the pancreatic juice and bile which 
are poured into the duodenum. It is as diverticula 
of the hypoblast from this portion of the primitive j 
gut that these viscera first make their appearance | 


in the developing embryo, and although in the 
fully-formed organism they are separated from the 
intestine by some distance, the connection is 
maintained by the biliary and pancreatic ducts, 
the epithelial lining of which is continuous from 
the duodenal mucosa^ to the ultimate ramifications 
of the glands. But beyond their digestive function 
these two organs are intimately concerned in 
further metabolic processes, the results of proteid, 
carbohydrate and probably of fat digestion under¬ 
going in the liver changes of various kinds which 
render the absorbed nutriment more fit for 
protoplasmic assimilation ; and the pancreas, there 
is good reason to believe, furnishes an internal 
secretion which is concerned with the ultimate 
fate of the carbohydrate ingesta. The liver is 
covered in most of its extent by peritoneum, by 
folds (ligaments) of which it is connected with the 
under surface of the diaphragm, in the movements 
of which it participates. The pancreas, however, 
is deeply situated across the spine just above the 
level of the umbilicus, and is covered only on its 
anterior surface by serous membrane, that portion 
of it which forms the posterior wall of the lesser 
peritoneal sac. 

(b) The kidneys .—These organs are also post- 
peritoneal in position, one on each side of the 
lowest dorsal and first two lumbar vertebrae. The 
chief excretory glands whereby water and the ulti¬ 
mate products of proteid waste with inorganic salts 
are removed from the body, they have been also 
supposed, though on insufficient grounds, to form 
an internal secretion that plays some part in the 
economy. 

In contrast to these secretory organs are certain 
ductless glands, viz: (c) the spleen, which lies 
mainly in the right hypochrondrium obliquely 
behind the fundus of the stomach, ordinarily oppo¬ 
site to the eighth, ninth, tenth, and eleventh ribs, 
the right arch of the diaphragm and pleura inter¬ 
vening. The lower end reaches as far forward as the 
anterior axillary line, and does not extend below 
the margin of the ribs, whilst the posterior margin 
corresponds very closely to the last intercostal 
space. By its inner surface it is connected with 
the fundus of the stomach by the gastro-splenic 
omentum, and from the hilus, another fold of 
peritoneum—the lieno-renal ligament—passes back¬ 
wards to the anterior surface of the left kidney 
enclosing the splenic artery. The tail of the 
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pancreas is received into a depression behind the 
hilus. 

(d) The supra-renal bodies lie behind the peri¬ 
toneum, with which their anterior surfaces are 
almost entirely covered, one on each side of the 
body of the eleventh dorsal vertebra and inter¬ 
vertebral disc between that and the twelfth. 

(e) Contained within the abdominal cavity are 
numerous lymphatic glands, arranged in more or 
less distinct groups, which receive the lymphatic 
vessels from the various viscera and from the 
parietes, and are also connected with one another, 
the efferent vessels from which ultimately join the 
thoracic duct. The most important of these groups 
of glands are: (i) The external iliac, which are 
placed along the vessels of the same name re¬ 
ceiving lymphatics from the superficial inguinal 
glands and from the deeper parts of the abdominal 
wall ; their efferent vessels open into the lumbar 
glands. (2) The internal iliac and (3) the sacral 
drain the pelvic viscera and adjacent parietes ; 
these also communicate with (4) the lumbar 
glands, which are very numerous and disposed 
along the common iliac vessels, the aorta and vena 
cava as well as laterally behind the psoas muscle. 
They are joined bv lymphatics from the kidneys, 
testes, ovaries, and part of the uterus, from the 
glands above mentioned, from the pillars of the 
diaphragm and posterior part of the abdominal 
wall, and their efferent vessels unite into one or two 
short trunks, which form the commencement of 
the thoracic duct. (5) The mesenteric glands, of 
which there are about a hundred and fifty, are dis¬ 
posed partly around the superior mesenteric artery, 
but chiefly between the layers of the mesentery up 
to within an inch and a half from the intestine. 
They receive the lacteals from the bowels. The 
lymphatics from the stomach, spleen, pancreas, 
and greater part of the liver open into the (6) 
coeliac glands which are placed around the coeliac 
axis and on the adjacent part of the aorta. Their 
efferent vessels join with those from the mesenteric 
glands and open into the thoracic duct. 

(/) The ovaries are situated, one on each 
side of the uterus, between the layers of the 
broad ligament in the cavity of the pelvis. They 
vary a good deal in exact position, and are subject 
in that respect to the state of distension or other¬ 
wise of the bladder and rectum, as well as to the 
position of the uterus itself. The average size may 


be taken as one and a half inches long by nearly 
half an inch in thickness and three quarters of an 
inch in width,. 

The blood supply to the structures contained 
within the abdomen is derived directly from the 
aorta and is very extensive ; so much so, that the 
liver alone may contain nearly a fourth of the total 
blood of the body, and the vessels of the splanchnic 
area might, if dilated, accommodate the whole of 
the circulating fluid. The venous return is effected 
in part directly into the inferior vena cava as from 
the kidneys, adrenals, bladder, uterus, ovaries and 
appendages, and testes ; in part indirectly, via the 
portal circulation, the blood of which is derived 
from the gastro-intestinal canal, the spleen, pan¬ 
creas, and liver, and after passing through the 
last-named organ enters the inferior cava by the 
hepatic vein. Free communication takes place 
between the portal and systemic system of veins, 
not only at the junction of the oesophagus and 
stomach, and between the superior haemorrhoidal 
of the portal system, and the middle and inferior 
haemorrhoidal branches of the internal iliac, but 
also by small vessels which connect the epigastric 
and superficial veins of the abdominal wall, as well as 
the phrenic and azygos, with branches of the portal 
reaching the liver by the ligaments of that organ. 
Numerous post-peritoneal communications also 
take place between the parietal abdominal veins 
and those of the pancreas, duodenum, colon, and 
rectum. 

The nerve supply to the abdominal viscera 
comes from both the cerebro-spinal and the sym¬ 
pathetic systems. Terminal branches of both vagi 
are distributed to the stomach, where they com¬ 
municate with each other and send branches to the 
coeliac, splenic, renal, and hepatic plexuses. 

The main innervation of the viscera, however, is 
affected by the sympathetic system which, follow¬ 
ing the arrangement of Professor Langley* con¬ 
stitutes that part of the autonomic system which 
originates from the first thoracic spinal segment 
to the second and third lumbar, whilst from 
the second to the fourth sacral segments the 
nerves connected with the pelvic viscera (descend¬ 
ing colon, rectum, anus, bladder, and external 
generative organs) take rise. The autonomic 
system consists of both efferent and afferent 
fibres by which the involuntary muscle of the 


* ' Brain/ vol. xxvi, 1903. 
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alimentary canal, blood-vessels, and gland-ducts, 
as well as the glands themselves, are supplied. 
Taking the efferent fibres first, they leave the 
spinal cord by the anterior roots and pass off by the 
anterior primary branches of the spinal nerves 
corresponding to the segments above mentioned 
(forming a part of the white rami communicantes) 
to join the gangliated cord, in which some of 
them terminate. Other fibres passing through this 
cord enter into the large prevertebral plexuses (solar, 
hypogastric and pelvic) and their subordinates 
(renal, superior, mesenteric, aortic, etc.), where they 
are connected with the semilunar and other 
collateral ganglia. Associated with these fibres, 
which are derived from the spinal cord, are 
other fibres which originate from the gangliated 
cord. Finally, from these plexuses and ganglia 
arise the peripheral branches, which are distributed 
to the muscular and glandular tissues, and before 
their ultimate ending are connected with the 
terminal ganglia situated in the various viscera. 

The splanchnic afferent fibres commence in the 
tissues of the various viscera, probably in a 
plexiform arrangement, and pass through the 
several plexuses and the gangliated cord —probably 
without connection with the ganglian cells—and 
thence by the white rami communicantes, of which 
they form a part, to the posterior spinal roots and 
spinal ganglia. Further reference will be made to 
them when considering the subject of abdominal 
pain. 

Regarded from a pathological point of view, the 
various diseased conditions met with in connection 
with the abdomen and its contents offer nothing 
distinctive either in respect to the anatomical 
character of the morbid states or in their causation. 
The several organs are liable to vascular dis¬ 
turbances chiefly of a congestive nature, this being 
especially the case in the chylopoietic viscera and 
spleen, owing to the peculiarities of the portal cir¬ 
culation, and the frequency with which this may be 
obstructed. An active hyperaemia of the regions 
supplied by the splanchnic nerves is not infrequent, 
owing to the readiness with which the arterioles of 
this area are paralysed with consequent relaxation in 
states of temporary obstruction to the peripheral 
circulation, such as the application of cold to the 
body surface. In this way overstrain of the heart 
is avoided, through the influence of its depressor 
nerve fibres. Inasmuch also as the portal circula¬ 


tion, with its valveless veins, is chiefly maintained 
by the respiratory movements, the peristaltic move¬ 
ments of the intestines and the rhythmic contrac¬ 
tion of the spleen, opportunities for the congestion 
of this area are considerable, and any failure in the 
power of the heart quickly shows itself in the 
engorged vessels of the abdominal viscera. 

Apart from being caused by external injury, 
hcemorrhage into the organs, or into the peritoneal 
cavity, is of not infrequent occurrence. Intense 
congestion may result in bleeding from rupture 
of capillaries, or of very greatly varicosed veins, 
where these are but ill-supported, as in the gastro¬ 
intestinal mucosa. Ulceration in the same situa¬ 
tion is a common cause. New growths of the 
alimentary or urinary' tracts are usually responsible 
for some escape of blood, which may be con¬ 
siderable. Occlusion of the blood-vessels, whether 
from embolus or thrombus, leads to haemorrhage 
into the substance of the organ and, according to 
the site of the lesion, a discharge of blood to the 
outside. The mucous surface may be abraded by 
calculi or other foreign bodies leading to bleeding, 
and the same result follows the wounds inflicted 
by such parasites as anchylostoma and Bilharzia. 
Blood states, such as purpura and leukaemia, are 
among the rarer causes. 

Inflammatory states .— The morbid changes 
known as inflammation which the tissues exhibit 
in response to the action of an irritant, exhibit, as 
might be supposed, considerable variety in degree 
and character, when the diversity of organs and 
tissues which are met with in the abdomen are re¬ 
membered, as well as the distinctive influence 
exerted by the nature of the irritant (mechanical, 
toxic, infective, etc.), and by the specific vulnera¬ 
bility of the individual. Thus the various mucous 
membranes, gastro-intestinal, of the gall-bladder, 
bile and pancreatic ducts, of the urinary bladder, 
ureters and pelves of the kidneys are common seats 
of catarrh, whether primary or secondary to disease 
elsewhere, and in course and character, acute, 
subacute, or chronic. Certain sections of these 
several tracts are more prone than others to be 
affected, as, for instance, the stomach and colon in 
the alimentary canal. The mucus secretion in 
these cases, which sooner or later is increased in 
amount, may become very excessive, and some¬ 
times assumes a membranous ” appearance, even 
to the extent of forming more or less complete 
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casts of the surface. When the irritant is of a 
more violent character the surface of the mucosa 
may undergo necrosis, forming false membranes 
often called*“ croupous ” or “ diphtheritic.” A 
peculiar disease of the mucous membrane of the 
colon known by many names, of which “.mucous 
colitis ” or “ mucous colic ” are probably the most 
appropriate, though regarded by some as inflam¬ 
matory in nature, is, perhaps, morfe correctly to be 
considered a neurosis. Suppurative or phleg¬ 
monous inflammation with abscess formation is 
of occasional occurrence in the walls of the 
stomach, much less frequently in the large bowel 
and seldom, if ever, in the small intestine. Abscess 
in the liver and pancreas are more often met with, 
especially the hepatic; sometimes in the spleen as 
a result of malignant endocarditis and other septic 
states ; ’also in the kidney from the same cause or 
other source of microbic invasion. Abscess forma¬ 
tion in the subperitoneal connective tissue—sub- J 
diaphragmatic, perinephritic and elsewhere—is fre- | 
quently met with, induced by bacterial infection, 
sometimes conveyed by escape of the contents of 
the hollow viscera. Whilst purulent inflammation 
is of great rarity in connection with the gastro¬ 
intestinal mucosa, the mucous membrane of the 
renal pelvis (pyelitis) and of the bladder (cystitis), 
is very liable to manifest this form of disease, and 
the same may be said for the peritoneum. No 
special object would be gained by a mere 
enumeration of the various kinds of infection, strep¬ 
tococcal, gonococcal, pneumococcal, typhoid, and 
many others, which set up the various forms of : 
inflammation met with in the various abdominal j 
structures, but the tuberculous, syphilitic. and I 
actinomycotic must not be forgotten, the first on 
account of its frequent and widespread occur¬ 
rence, scarcely an organ or tissue in the abdomen 
but may be the seat of its manifestation, the 
second as giving rise to gummata—oftenest in the j 
liver—and the last as being oftener found involv- j 
ing the caecum and appendix than any other region 
of the body except the jaw ; it also has been 
observed in the liver. 

All degrees of ulceration, from a minute erosion 
to extensive areas of destruction, are to be met 
with; in the stomach and bowels, less often in the 
gall-bladder, biliary and pancreatic ducts, as well 
as the upper urinary passages and bladder. 

The several forms of recognised degenerative 


change ar$ frequently noticed in the abdominal 
yiscera. Fatty degeneration is especially common 
in the liver and in the kidneys, whilst the lard- 
aceous change is chiefly confined to these organs, 
as well as to the spleen and intestines. Fibrosis, 
whether this is secondary to chronic congestion or 
1 long-continued irritation or of primary nature, is 
I especially common in the solid as well as the 
hollow viscera, and in connection with the peri- 
I toneum gives rise to adhesions and thickenings, 
which are of great clinical importance. New 
growths, whether benign or malignant, are among 
the morbid conditions of the abdomen, which we 
are most frequently called upon to investigate, and 
the diagnosis of their presence and exact situation 
often presents problems of considerable com¬ 
plexity. Any of the viscera, the peritoneum and 
the parietes themselves, may be the seat of the 
neoplasm, though by no means with equal fre¬ 
quency. Other “ tumours ” are cysts—chiefly 
hydatid—and aneurisms, which occur sufficiently 
often to be remembered in connection with any 
abdominal examination. 

Malformations of the viscera are seldom of any 
special clinical interest, though Meckel’s diverti¬ 
culum, a foetal remain, sometimes leads to trouble. 
But malpositions of the organs, whether congenital 
or acquired, are of the greatest importance, and 
may give rise to serious symptoms and well-marked 
physical signs. Great dilatation of certain of the 
hollow viscera, chiefly the stomach colon and gall¬ 
bladder, may be grouped in this connection, as 
well as obstructions to the lumen of the various 
canals and ducts by twistings, invagination, calculi, 
etc. 

October 22 nd, 1906. 


We have received from Burroughs Wellcome & 
Co. specimens of “ Tabloid ” menthol and eucalyp¬ 
tus pastilles. Each contains menthol, gr. oil 
of eucalyptus^ min It is an excellent combina¬ 
tion for the treatment of infective, inflammatory, 
ulcerated or catarrhal conditions of the mouth and 
throat. The “ Tabloid ” pastilles present a pleasant 
and efficient means of treatment. They ensure 
prolonged application to the affected parts of 
I stimulating, anaesthetic, antiseptic and deodorant 
principles in suitable solution, and are superior to, 

I and more convenient than the measures rn ordinary 
j use. They relieve hoarseness, and are useful in 
; alleviating the feeling of constriction that so often 
I accompanies sore throat. 
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I A CLINICAL LECTURE 

I ON 

UNION OF FRACTURES. 

Delivered at St. Bartholomew’s Hospital. 

| By ANTHONY BOWLBY, C.M.G., F.R.C.S., 
Surgeon to the Hospital. 


■ Gentlemen,— During the last few days there have 
been admitted into my wards a considerable 
number of cases of fracture, and during the pre¬ 
ceding few months there have been several cases 
of fracture which have presented points of interest. 

Now, if I choose such a subject as this to lecture 
upon it is not because fractures are rare, but be¬ 
cause they are common, and you must remember 
that in proportion as things are common they 
are really of importance to all of us in practice. 

| There is nothing which can bring greater credit or 
! greater discredit, as the case may be, than some 
J fractures. And the public naturally want to know 
; a great many things about themselves which are 
sometimes very difficult to explain. The first thing 
which it is natural people should want to know is, 
How long will it take before an individual broken 
bone mends ? You must realise that that is not to 
j be answered in any one definite way, because it will 
| depend very much upon the particular bone con¬ 
cerned. In the first place, what is meant by How 
long will it take to mend ? is, How long will it take 
to mend so far as to be useful ? Now, bones mend 
| quickly in proportion to their smallness ; so that if 
you were to tabulate bones according to the length 
of time that they took to unite you would say that 
the bones which unite the quickest are, for instance, 
those of the hands and feet—the phalanges and the 
metacarpal bones. For these may be united so 
firmly in three or four weeks that the patient can 
use the hand quite freely. After them the quickest 
bones to unite are the ribs. A rib may be so well 
healed by the callus which soon forms round it 
i that, as far as the patient is concerned, it seems to 
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him to have mended quite satisfactorily in three 
or four weeks. The fibula and the ulna mend 
quicker than the humerus and the femur. Not only 
^o they actually mend quicker, but relatively, as far 
as their utility is concerned, they mend very much 
quicker than do either the humerus or the femur. 
For you must remember that these latter bones 
have attached to them and are moved by large 
muscles, and that the femur has to be strong enough 
to bear the weight of the man’s body before he 
considers that it is mended. If, on the other 
hand, you mean by the question, How long does 
it take before fractures unite well enough to 
let the patient be up and about? that depends 
obviously upon the bone which is broken. Take 
the bones of the upper extremity. As a rule there 
is no necessity to keep people in bed with fractures 
of the ulna or radius, or the humerus or the clavicle. 
On the other hand, in fractures of the lower ex¬ 
tremity people almost always have to be confined 
to bed for some weeks for a fractured femur, and 
a less time as a rule for a fractured fibula and 
tibia. So the question of time for healing cannot 
be answered offhand by a definite statement giving 
a stated number of weeks, without considering first 
of all what bone it is that is involved, and what 
from the patient’s point of view will constitute a 
mend. For instance, a bone so situated and sup¬ 
ported as the rib may be quite useful when it is 
much less firmly mended than many other bones 
would be which are further advanced in repair. 
Next, in regard to time, one must mention that the 
people who mend their bones by far the quickest 
are children, and especially infants. Bone is formed 
with great rapidity early in life. One of the chief 
ways in which a child is noticed to grow is in its 
bones, because by their means it attains a greater 
stature. So that children, and* particularly infants, 
normally forming bone with great rapidity, the 
bone also forms quickly after an injury. And, 
as I was pointing out in the wards the other 
day, not only do they form it with great rapidity, 
but they begin to make bone much sooner 
after a fracture than does an adult. An adult 
breaks a bone, we will say, on the first day of the 
month. No formation of new bone takes place for 
at least ten days, and practically there is no obvious 
new formation of bone until about a fortnight or 
even more. But in the child the actual process of 
making bone is going on at the very moment when 


the fracture takes place, and directly after the 
accident the formation of bone to bring about 
union commences, for no preparation is required 
for the process. So that the preparatory period of 
ten days or so which may be considered as the 
average for an adult does not exist in regard to 
the infant or the young child. And for that reason 
alone, apart from the fact that children make bone 
much more quickly, fractures mend comparatively 
rapidly in children. If you want to see how quickly 
a fracture may mend, look at the small boy now 
in Abernethy Ward, who fractured his femur five 
weeks ago, for it is now quite firm and well 
mended. The next thing to age which is of im¬ 
portance is the nutrition and condition of health 
of the patient. Old people and feeble people mend 
their fractures in the same way as they mend other 
things, namely slowly, and the slowness is not 
directly in proportion to the age of the patient. 
You can only say in general terms that people who 
are old mend fractures more slowly than people 
who are young, and that people who are in good 
health mend them quicker than people who are in 
bad health. The next thing which is of importance 
in forecasting how long a fracture will take to mend 
is the extent of injury to the bone and the parts 
around the bone. The important thing is that 
when bone is only very slightly injured it will mend 
much more rapidly than when it is very extensively 
damaged and the surrounding parts widely torn. 
For instance, in a certain number of cases, especi¬ 
ally in children, a bone may be said to be only 
cracked across. I saw a girl, aet. 13 years, not 
long ago, who had had an injury to her clavicle. On 
examining it one could get no crepitus, but it was 
very tender. You could not detect that there was 
complete solution of continuity of the bone, but 
there was a fracture, and subsequently a good deal 
of callus. In a case like that there was so little 
damage to the periosteum and the parts around 
the bone that the broken fragments were in no way 
detached from each other; they had never been 
separated, and therefore there was no question of 
putting them into apposition. In such a case you 
can easily understand why mending would neces¬ 
sarily take place much more rapidly than in a case 
where a man has had an injury to his tibia or 
femur and the broken ends have been thrust 
through the torn periosteum and the surrounding 
muscles, and are widely separated from each other, 
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and perhaps the injury is further associated with 
widely extending haemorrhage. Under those 
circumstances you have not only to do with 
injury of bone, but of the periosteum which 
mends the bone and of the fascia and the muscles 
attached to it; and all these factors have to be 
taken into consideration in determining how long 
a bone is likely to take in the process of mending. 

The next thing which you have to consider is, 
that in a certain number of cases fractures without 
obvious cause mend very slowly, so slowly indeed 
that the process is spoken of as a “ delayed union.” 
You know that a fracture ought to have a certain 
amount of firmness, due to the formation of new 
bone, within, say, six or seven weeks, whenever 
bone is involved. And if a bone is not to some 
extent mended so that the fragments cannot be 
moved one upon another at the end of two months, 
you may say that a certain amount of delay has 
taken place. In other cases, at the end of even 
three or four months from the accident there is 
still no fixation of the broken ends, and not only 
are the bones not mended so that the arm or leg, 
as the case may be, can be used, but they are not 
mended sufficiently even to be steadied and held 
in apposition. There is, therefore, in that case 
“ delayed union.” I mentioned just now the case 
of a small boy whose femur at the end of five 
weeks was firmly mended, and in Abernethy Ward 
there now lies a man who had an accident to his 
femur also five weeks ago and it has not joined at 
all. He is already showing signs of delayed uniqn. 
Last year a policeman was admitted to the hospital 
with a very bad fracture of his tibia and fibula. 
The fragments had been very extensively broken 
away from each other, and the broken ends were 
widely separated. Therefore there was an exten¬ 
sive tear of his periosteum. At about the same 
time I saw a man elsewhere who had met with an 
accident in the hunting field; his horse had fallen 
upon him and he had sustained just such an injury 
as had the policeman, namely a fracture of the 
tibia and fibula low down, about the junction of the 
middle and lower thirds. The ends of the bones 
were thrust through the neighbouring muscles and 
fascia, and the sheaths of the tendons were torn. 
It was only with difficulty that the ends of the 
bones could be held in contact even for a short 
time. Both of these men were tall and athletic, 
and in the prime of life. At the end of two months 


they had practically no union, at three months no 
union, after an interval of five months the ends of 
the bones were still not mended. After six months 
some union began to be evident. But it was seven 
to eight months in each of these two men before 
there was any actual union of bones in such a 
manner that the leg could be put firmly upon the 
ground. They were merely cases of “delayed 
union,” because ultimately the union was perfect. 
In all these cases there is one thing you must 
always see to, and that is the nutrition of the 
patient. These people must have plenty of food 
and food of the right kind. And there is no food 
which we know for certain is so all-sufficient in 
making bone as that very simple food milk. You 
all are aware of the fact that the growth of bone in 
the earliest months of life takes place upon a diet 
which is, or should be, entirely of milk; and as in 
many of these cases of delayed union the question is 
largely one of the feeding of the patients, you must 
take care to feed them on something which is likely 
to make bone, for it is possible that while they may 
be having a liberal diet they may not be having 
one which is bone-forming. There is nothing I 
know of more useful than taking milk to the extent 
of some pints or quarts a day. 

In another case a woman came to the surgery 
last spring with a fracture of her humerus. It was 
an ordinary simple fracture with nothing very re¬ 
markable about it, and it was put up by the house 
surgeon quite efficiently. The only complication 
was an old ankylosed elbow. The woman had had 
some inflammation in the articulation in past 
years, which had resulted in the joint being fixed. 
Perhaps that had something to do with the fact 
that her bone did not mend well. You may ask 
why that should have this effect. The answer is, 
because if the elbow is fixed any movement which 
takes place from use of the hand is liable to take 
place at the seat of the fracture instead of at the 
joint. Perhaps that did have something to do with 
the result, but I do not think it influenced it very 
much. At the end of a few weeks this fracture 
was taken down, and there was no union. At the 
end of two months there was still no union ; at the 
end of three months the broken ends of the bones 
were still quite movable upon one another, but 
there was not now any crepitus. At that date I 
was consulted about the case, and I said the right 
thing was to put the patient under an anaesthetic, 
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and to move the ends of the bones upon one 
another pretty freely, and rub them together, and 
thus try to stimulate the parts to the formation of 
more bone : for there was nothing to feel in the 
way of callus and new bone. This was done, and 
the arm put up again, and then at the end of four 
months there was practically no union. The delay 
was so long, and the amount of movement was so 
great, that we said : u This is not likely to be a 
case that, with any further amount of waiting, is 
likely to result in any new formation of bone, and 
the right thing is to operate.” So I took the 
patient in, and made an incision on the outer side 
of the arm, exposing the broken ends of the bone, 
and found they were mended by fibrous tissue, but 
that there was practically no new bone even at the 
end of four months. I cut away the fibrous tissue 
which lay between the broken ends, and then 
having previously drilled the bones I put a screw in 
through the fragments, so as to hold them very firmly 
together. I closed the wound, it remained aseptic, 
and it healed at once. We kept the patient in bed 
with the arm in a splint, and at the end of five 
weeks we took everything down, but to our dis¬ 
appointment there was no union. I waited a little 
longer—altogether some six or seven weeks—to see 
if any formation of new bone had occurred, but it 
had not. I then took the patient into the theatre 
again and made an incision through the old scar 
and found my screw had worked loose, for the 
bone around it had become absorbed. If you put 
a screw or a steel peg into a bone, after a short 
time by absorption of the bone around the peg or 
the screw becomes loose. Well, you know the old 
saying, that “ you can take a horse to the water but 
you cannot make him drink,” so also you can put 
the pieces of broken bone together but you cannot 
make them mend. But in the hope of a better 
result after another operation I cut the bone so 
that there were two large oblique surfaces lying in 
good contact. I drilled through those two frag¬ 
ments and fixed them together with a screw, so 
that the broken pieces of the bone felt irrevocably 
united, and we naturally hoped for better results. 
But to my disappointment, although the wound 
healed at once and no further complications oc¬ 
curred, when I last saw the woman before I went 
for my holiday in August, there was still no proper 
union. Therefore there was in this case not only 
delayed union, but there was “ non-union,” and in 


a certain number of patients there is no explanation 
for this non-union. In this case I can offer you 
none, and I can tell you that non-union is not 
limited to old people or unhealthy people, but that 
it sometimes occurs even in children. For you 
may meet with cases where, although there may be 
excellent apposition and complete immobilisation 
of the fragments, there may be no union. And if 
that want of union occurs in a child in the bones 
of the leg it is very rarely indeed that any operation 
is successful in bringing about union, and in most 
of these patients amputation is ultimately resorted 
to to get rid of a useless limb. We do not know 
why in these cases there is want of union, because, 
as a rule, the children are healthy and the bones 
are healthy, and there is no obvious reason why 
the fracture does not mend. And in this woman 
whose case I have narrated to you there was also 
no obvious reason. That brings us, of course, to 
the next question—Under what circumstances do 
bones usually not unite ? We all know there are 
certain fractures in which union is not to be 
expected. The ordinary. fracture of the shaft 
of the tibia or fibula we expect to mend; but 
there are certain fractures which we do not 
expect to mend. For example, take the upper 
extremity—the tip of the acromion process, the 
olecranon, the styloid processes of the radius, or 
the ulna; or in the lower extremity the neck of 
the femur or the patella. You do not expect any 
of these to unite by bone. Why not ? Because 
of want of proper apposition. You might just as 
well expect the two sides of a large wound in the 
skin to unite when they are not joined together by 
sutures. If two pieces of broken bone are kept 
wide apart it is not to be expected that they will 
mend, and, consequently, in this class of fracture 
the surgeon often is able to intervene and bring 
about the apposition by operation which cannot be 
obtained by splints. This, of course, is particularly 
true in the case of the patella. At the present 
time in Stanley Ward there is a woman who came 
in a few days ago with fracture of the patella. It 
appears that she met with this injury when she was 
drunk by a fall downstairs, and she came into the 
hospital with a transverse fracture of the patella, 
with some separation of the fragments. Now, 1 
want you to appreciate first of all that in many 
of these fractures which I have enumerated, par¬ 
ticularly the olecranon and the patella, the amount 
of separation of fragments and the necessity for 
surgical interference depend far more upon the 
amount of injury to the soft parts than upon the 
mere injury of the bone. Take the olecranon first 
as an example. The olecranon is ordinarily broken 
in a quite different way to the patella namely 
by a fall upon a point of the elbow, consequently, 
the injury is, as a rule, a mere injury to the piece 
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of bone which comes in contact with the ground. 
There is here no question of the tearing action of 
the muscles, and in many cases of fracture of the 
olecranon there is no such tearing of the parts 
around. The olecranon may be broken across, 
and yet may be hardly separated at all from the 
subjacent portion of the ulna, so that in a great 
many cases of fracture of the olecranon all that is 
to be found is that the olecranon is movable, that 
it is separated from the neighbouring bone by 
perhaps not more than one sixteenth or one 
eighth of an inch, and here there is not the least 
necessity to do an operation. That patient has 
not any serious want of apposition, the two 
parts of the broken bone are not far from 
each other, and so long as you keep the parts 
at rest and quiet and keep the elbow-joint 
from being moved by means of a suitable splint, 
you can obtain a perfectly satisfactory result, 
although it is possible the intervening union may 
be more fibrous than osseous. So I want you to 
appreciate that in fracture of the olecranon there 
is often no separation of the fragments. If, on 
the other hand, there has been an associated injury 
of the neighbouring fibrous tissue and fascia, under 
those circumstances the fragments may be widely 
separated, and it may be quite necessary to do an 
operation in order to bring them near enough 
together to make a useful limb subsequently. But 
in any case of this kind you should always tell the 
patient that whether there is a wide separation of 
the pieces of bone or whether they are lying close 
in contact, there is almost always afterwards a 
slight difficulty in completely extending the fore¬ 
arm upon the arm, because in these cases there is 
practically always a slight increase in length of the 
olecranon. And in many of these cases also there 
is a slight disability in completely flexing the elbow 
as well, and that, mind you, whether the bone has 
been treated by operation or whether it has not. 
The amount of disability is practically nothing, 
the amount of difficulty that there is in completely 
extending the forearm or completely flexing it is so 
slight that it is really of no importance. But still, 
it is well you should tell people what they ought to 
expect; because if you tell them that they will 
recover so completely that the elbow will be the 
same as before the accident, and they do not attain 
that result,, they will be disappointed and will be 
likely to blame you and to think that the treatment 
has had something to do with the imperfection of 
the result. 

Now, let us pass on to consider the other bone 
which I mentioned just now—the patella. The 
patella is ordinarily broken by muscular violence. 
The mechanism of the fracture, briefly, is that the 
bone is snapped across the external condyle of the 
femur when the knee is bent, just as you may snap 
a stick across the knee. All the pulling which can 
be exerted by the quadriceps extensor muscle will 


never tear the patella into two pieces so long as 
the pull is straight. It is the violent contraction 
of the extensor muscles of the thigh when the knee 
is bent that snaps the bone, and the same tearing 
action of these muscles results in the lateral exten¬ 
sion of the tear from the edges of the broken 
patella, so that the neighbouring capsule and fascia 
which are attached to the patella on each side are 
in these cases more or less torn. Now, the extent 
of the separation of the fractured pieces of the 
patella depends entirely on the amount of lacera¬ 
tion of these structures which are attached on each 
side of it. If a man falls from a height and breaks his 
patella or if he has a blow or a kick from a horse on 
it there will be no separation of the broken frag¬ 
ments and the patella will mend like any other 
bone. The reason is that in these cases of direct 
violence there is no tearing of the neighbouring 
fascia and there is consequently no separation of 
the fragments. In these cases, then, you must 
realise that the amount of separation of the broken 
bone is the determining factor in deciding whether 
it is necessary to do an operation or not. Last 
summer a young woman, a governess, came to the 
surgery here with an injured knee. Although she 
was lame she walked after the accident and was 
able to go a considerable distance. When she was 
examined it was found that she had a fracture of 
her patella due to indirect violence, but on account 
of the fact that the capsule and fascia around the 
bone were practically untorn, not only was there 
no separation, but she was even able to walk. 
On the other hand, in a large number of cases it is 
advisable to operate upon these patients; and you 
may say that, unless there is some obvious reason 
for not operating, an operation should be under¬ 
taken as the ordinary treatment of transverse 
fractures of the patella in which there is a separa¬ 
tion of the fractured pieces. In the case of the 
woman who is now in the hospital I shall certainly 
wait to ascertain whether she is a sufficiently 
healthy person to have such an operation done 
at all. She is between forty and fifty years of 
age, and certainly alcoholic, and before advis¬ 
ing her to have what must be called a serious 
operation, one would like to ascertain whether 
she has, as the result of her habits, any 
serious visceral disease, such as that of the kidney 
or liver. If she has one would not advise operation 
in her case. On the other hand, there are manifest 
advantages in operating, because in all those cases 
where operation can be done the patient is put 
upon his legs again in a very much shorter time 
than by any other treatment, and the ultimate 
result is also better. In opening the knee in a case 
of transverse fracture of the patella the first thing 
that strikes you is the quantity of effused blood and 
clot there is to get rid of. Next, when you approach 
the broken pieces of bone you will find that over 
the broken fragments there is drawn a veil of fibrous 
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tissue and ligamentous material, which passes com- I 
pletely over the fractured portions and so covers 
them up that even if you were to bring them towards 
each other this fibrous tissue would intervene, I 
making it quite certain that in most of these cases 
any external manipulation would fail in bringing j 
the two fragments together, because this fibrous | 
tissue in practically all the cases would prevent 1 
bony union. The next step in the operation is to I 
get rid of all this foreign material, which is really 1 
the torn expansion of the quadriceps extensor I 
tendon over the front of the patella, and thus, by 1 
getting rid of blood-clot, effused blood, and synovial I 
fluid in the first place, and then of the torn fibrous | 
tissue which covers the broken portions, you can 
bring the fractured surfaces into contact. And 
remember that this cannot be done by any external 
methods of manipulation, or by mere puncture, or 
by any methods of passing ligatures of silk or other 
material subcutaneously. Many ingenious methods 
have been suggested for bringing the fragments of 
fractured patellse together or towards each other, 
but remember that none of those methods can get 
rid of the blood-clots or can get rid of the fibrous 
tissue which intervenes between the broken ends. 

It is in getting rid of these obstacles to union that 
the advantage of the open operation lies. We will 
now suppose the operation is completed—for I 
shall not describe it in detail—by passing a 
wire through the broken bone, so as to bring the 
fragments of the bone into contact, and afterwards 
the external wound is closed and the limb put upon 
a splint. Here, again, that very difficult question I 
comes in, How long will it be before the patient | 
can use the leg ? Next, How long will it be before I 
this broken bone is so well that the limb shall be ' 
as good as before ? Those are two separate I 
questions. First, How long will it be before I 
the limb is mended so that it can be taken off the ' 
splint ? Probably not more than ten days, because ! 
there is no object in keeping it on longer. By the 
time the wound is firmly mended it is time to begin | 
massage. In all these cases there is a widespread : 
extravasation of blood ; in many of them there is a | 
great deal of bleeding into the tissues near the 
fracture, and the blood may be effused far and | 
wide, even as low as the ankle and as high as the 1 
adductor region. And massage is of very great * 
use in getting rid of the subsequent stiffness which 
follows these haemorrhages and extravasations of 
fluid in the neighbourhood of the torn capsule of 
the knee, and in getting rid of the thickening and 
the stiffness. In two or three weeks the patient 
may begin to walk. But he must not try to bend 
his knee, because up to that time the main union 
of the fragments is dependent on the wire which 
holds them together. At the end of about six 
weeks he will be able to walk fairly well, but do 
not let anybody rest under the impression that in 
a case of this kind the knee is going to be freely 


movable in six weeks. I can assure you that in a 
case of fracture of the patella treated by suture, 
even when you get the splint off as soon as pos¬ 
sible, and in which the wound runs a completely 
aseptic course, as a rule there is some stiffness of 
the knee for many months. And I have known 
cases in which the patient was able to walk well, to 
ride, and to take most kinds of exercise, but yet 
was not able to run, except very badly, for as long 
as two years after the accident; and in people over 
middle age, or of a rheumatic disposition, the time 
is longer than in the young and healthy. Then do 
not tell people that if you wire a transverse fracture 
they will soon be as well as before. You may tell 
them they will be or may be up in three weeks or 
six weeks, and walk fairly well, but you must tell 
them that the knee will be more or less stiff, though 
it will gradually become less and less stiff, and that 
even for more than a year they may expect to see 
improvement. 

Now a very few words more about this question 
of fracture in connection with joints. In all cases 
where bones are broken near joints you have 
another factor introduced as far as the utility of 
the limb is concerned. In cases of fracture of the 
shafts of the bones, of which I have been speaking 
mainly in the earlier part of this lecture, you have 
only to consider injury to the bone and to the 
parts immediately around, namely the periosteum, 
muscles and fasciae, but when you have to deal with 
injuries of joints complicating fractures you have a 
very different point of view to take. Only this 
afternoon I saw a man in Darker Ward with a 
fracture across the base of the metacarpal bone of 
his thumb, caused by an accident five weeks ago, 
and the X-ray picture showed that the fracture was 
at the articular surface. As far as the mere break 
was concerned that man had nothing to complain 
of. But the fracture having taken place just at the 
articular surface he had a thoroughly stiff joint, and 
one which will give much more trouble than the 
fracture itself. Within a few minutes of seeing him 
I saw a man with a Pott’s fracture, which is a 
fracture of the fibula with fracture of a portion of 
thfe internal malleolus, and, besides that, with a 
dislocation outwards of the ankle-joint. And it is 
this joint injury that is the chief cause of the diffi¬ 
culty of walking that is so commonly complained 
of in these cases for a long time. Consider for a 
moment what becomes of the lateral ligaments of 
the joint, and what becomes of all the tendons and 
the annular ligaments outside the joint. Do not 
they all suffer? Indeed they do. The annular 
ligaments are liable to be torn, and the septa which 
form the sheaths in which the tendons run may be 
torn, and there may be much stiffness and dis¬ 
ability from the injury done to these parts outside 
the joint proper. Then there is the tearing and 
other damage done in the way of stretching the 
ligaments of the joint itself: and all these injuries 
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are of far more importance than the injury to the 
bones. Not only is that the case as far as 
prognosis is concerned, but it is the case as far as 
treatment is concerned, for what is of the greatest 
importance in all these fractures which involve the 
joint is to see that the joint surfaces are left in 
good contact, that the dislocation of the astragalus 
and the rest of the foot is completely reduced. It 
is this injury to the joint which makes these frac¬ 
tures so tedious in recovery. So in regard to the 
length of time which you may tell the patient will 
elapse before the broken bone mends, remember 
that in proportion as a joint is involved, and in 
proportion as the ligaments and tendons and fasciae 
are torn, the patient’s limb may be so much longer 
in getting finally useful. After all, that is the 
thing which interests him. What he asks is, how 
long will it be before he will be able to use the 
limb freely? You will not find that anyone will be 
able to use his limb after a Pott’s fracture as well 
as he previously could in less than about six 
months, and it may be to a year or more. I 
remember that one of our house surgeons who met 
with this accident told me that it was two years 
before he could walk two miles without having to 
sit down. 

And now, in conclusion, let me give you one word 
of warning. Never criticise the results obtained 
by other surgeons in the treatment of a fracture 
without knowing fully all the circumstances and 
difficulties that complicated the difficulty. There 
are two patients now in Abernethy Ward whose 
conditions will illustrate my warning. One of 
these men fell from a height of twenty or thirty 
feet and sustained a fracture of the femur and a 
compound dislocation of the elbow. He also 
injured his lung and had so severe a haemorrhage 
into his pleura that for three weeks he was in the 
greatest danger of losing his life ; and the other 
man also broke his femur in a similar accident 
and fractured most of his ribs on one side of his 
chest. He was about sixty years of age and had 
chronic bronchitis and emphysema, and he also 
had a hard fight for his life for two or three weeks. 
On account of their lung complications neither 
of these men could be kept lying down, and neither 
of them could have a proper splint applied, with 
the result that each of them had nearly two inches 
of shortening. And if in after years anyone were 
to examine these injured limbs without thinking of 
the difficulties which complicated the fractures they 
might easily blame the surgeon for unskilful treat¬ 
ment. I think that if you will remember these 
two patients and the hard struggle they had for 
their lives, you will not lightly blame other surgeons 
for apparently bad results which under the circum¬ 
stances were perhaps really better than might have 
been expected. 

October 29th, 1906. 
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Lecture II. 

THE GENERAL NATURE, CAUSES, AND 
CHARACTER OF PAIN. 


I Gentlemen, — Pain, the most frequent accom- 
; paniment of perverted function, and the most 
I constant symptom of disease, of which in many 
| cases it is the only appreciable manifestation, is a 
! morbid phenomenon but very imperfectly under- 
| stood, whether in its intimate nature and causation, 

| or in its diagnostic or prognostic significance. Nor 
| is this to be wondered at, for being, as it is, a form 
. of sensation* perceptible only to the sufferer, its 
| characters and features are inaccessible to the 
I accurate observations of the investigator, unless 
! it be in his own person, when observation is more 
than usually difficult, prejudiced, and imperfect. 
Since also the perverted sensation is but a phase 
of consciousness, there occurs the, at present, 

| unsurmountable difficulty of connecting a con¬ 
scious mental perception with what is at first a 
molecular disturbance of certain nervous structures; 
whilst superadded to these initial difficulties is the 
further very real* one caused by the inability to ex¬ 
press with any precisions of language the sensa¬ 
tions experienced and the want of any standard to 
which to refer them. 

j From a physiological, or rather, from a patho- 
1 logical point of view, pain may be defined as an 
abnormal state of consciousness, sui generis and 
I known only by experience, consisting of a per- 
I version of common sensibility causing discomfort 
i or dis-ease and determined by some abnormal 
I stimulus. It is the contrast to the feeling of 
| health or well-being (ccenaesthesia) which is the 
normal condition of common sensibility. Re- 
' garded psychologically physical pain is of a 
| simpler character than so-called mental pain or 


1 

1 

i 


* “ Sensation is the state of consciousness that corre¬ 
sponds directly with the reception of motion by or with 
the action of an external agent upon the body,” ‘ Psycho¬ 
logy, Normal and Morbid,’ by Dr. Mercier, 1901. 
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grief, in which ideas and memories are concerned. 
Mr. Dent* looked upon pain as “ the unavailing ! 
efforts of consciousness to realise its own dis- I 
turbance” caused “by a series of impressions too I 
disorderly or intense for its comprehension.” | 
“Such interaction between self and circumstances,” 
says Dr. Mercier (loc. cit.\ “as baffles or hinders 
man’s advance is accompanied by the mental j 
quality of pain, as that which is favourable to this 
aim is pleasurable.” It is with so-called bodily 
or physical pain in contrast to mental pain that 
I am here concerned. “ The nerves which sub- j 
serve smell, taste, hearing, and sight cannot pro- j 
duce pain ; violent irritation of the optic nerve j 
produces intense visual sensations but not pure 
pain” (Vierodt). “The pain which we feel when j 
the finger is cut is a wholly different thing from 
the pain given to the most delicately musical ear 
by even the most horrible discord ” (Foster, ‘ Text¬ 
book of Physiology,’ Part IV, 1900). 

There is much that prevents our regarding pain 
as mere exaggeration of normal sensation, a differ¬ 
ence in degree only and not of kind, notwithstand¬ 
ing that intensification of such stimuli as ordinarily 
determine healthy sensations are very liable to 
produce pain. But, on the other hand, cases are 
from time to time met with in which sensibility to 
pain is retained whilst ordinary sensation is im¬ 
paired, or the reverse. There would seem to be 
some fresh element introduced which distinguishes 
the painful from the normal sensation, some mole¬ 
cular disturbance of another character. So that at 
the outset it may be affirmed that pain, whatever 
its character or degree, is entirely an abnormal 
phenomenon, it may be of serious import, or of 
trifling moment, but it always demands the investi¬ 
gation of its cause at the hands of the physician. 

The general sense of well-being experienced by 
the individual in sound health is doubtless the 
resultant of numerous afferent impressions that 
reach the sensorium from all parts of the body, 
although not probably of equal intensity from all 
the tissues. Many of the contributories, such as 
the impressions from the viscera and muscles, are 
not normally appreciated in consciousness except 
periodically as the appetite, the desires for defaeca. 
tion or micturition; of others, on the contrary, we 
are readily conscious, such as the sensations of 
contact, heat, and cold, conveyed from the surfaces 

* Address at St. George’s Hospital, October 8th, 1887. 


of the body, and in some measure the impressions 
derived from the special senses. Under abnormal 
conditions, however, all degrees of disturbance 
(paraesthesise), varying from the most trifling and 
transient discomfort up to the most excruciating 
pain, may be experienced. Obviously the surfaces 
of the body—the integuments and, to a lesser 
degree, the mucous membranes—are the most 
frequent sites of origin of pain, owing not only to 
their greater liability to injury, but also to their 
more abundant nerve-supply. There is scarcely 
any structure, however, in the body which may not 
become the source of painful impressions, though 
much difference exists in their liability and in the 
degree of pain that may be evoked. Next to the 
skin may be ranked the muscles, pain in which we 
are familiar with as cramp, which is a state of 
tonic spasm associated with pain which may occur 
alike in the voluntary and involuntary muscles. 

There is good reason to believe that the capacity 
for pain has been gradually evolved by natural 
selection, being essentially protective in its char¬ 
acter, notwithstanding that the pains accompanying 
many diseases are not obviously beneficial in their 
nature. Consistently with this view it may be 
assumed that the sensibility to pain is less marked 
in the lower forms of life and exists in them in 
proportion to the degree of evolution of their 
nervous system. In higher animals pain may be 
experienced acutely, and they express their suffer¬ 
ing as well as their fear of it in very much the same 
way as human beings do—by cries and muscular 
movements. It is even said that dogs have been 
driven to drown themselves by intense pain. 
Further also, intellectual development renders us 
susceptible to new pains ; and as we can educate 
the sense of touch, so may the sense of pain be 
educated, as is seen in some so-called hysterical 
cases. That different people vary in their sus¬ 
ceptibility to pain, or in their capacity for bearing 
it, appears to be certain ; as also the same individual 
may vary at different times. It is such circumstances 
that add to the difficulty that exists in estimating the 
severity of pain and by so much diminishes the 
significance of the symptom. The experienced 
physician may insensibly come to form for himself 
a half-expressed standard to which he refers the 
pains described to him with a wealth and repetition 
of language that sounds alarming in their intensity, 
but . even with much care and much experience 
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mistakes are sometimes made in apportioning at 
their proper value the descriptions given, and now 
and then too little attention proves to have been 
paid to this difficult and illusory symptom. 

The conditions which lead to the production of 
pain are either high intensities of natural stimuli or 
special and altogether abnormal irritants. To the 
former group belong mechanical, chemical, thermal 
and electrical applications, which in moderate degree 
determine the sensations of pressure, warmth, cold, 
etc., and may be indifferent or even pleasurable in 
effect, but when excessive in amount cause pain, 
the same result often following a repetition of one 
of these stimuli in a degree which singly is not 
pain-producing—a summation of stimuli, as it has 
been termed. It is noticeable that these various 
forms of stimuli, such as heat, cold, or pressure, 
which when moderate in degree give rise to distinc¬ 
tive sensations, are indistinguishable when intense, 
all giving rise to the same sensation, viz. pain. It 
may also be observed, when the cause of pain is an 
exaggeration of an ordinary contact stimulus, as 
occurs in connection with a blow on the surface, 
that the tactile impression is appreciable before 
the pain is felt. It is generally supposed that 
when such excitants as these are productive of 
pain they have caused some damage to the peri¬ 
pheral sense-organs or to the nerve-6 bres connected 
with these, thereby determining some form of 
molecular disturbance which is translated into pain 
by the conscious centres. It is obvious that such 
causes of pain as these now mentioned chiefly 
affect the outer surface of the body and to a less 
degree some of the internal mucous membrane, 
whilst their effect upon the viscera is probably 
slight. 

By far the more interesting causes of pain are 
those associated with disease, and of all morbid 
states that denominated inflammation is the most 
potent in this respect. Contrasted with it the 
various forms of atrophy and degeneration exhibit 
but little pain in their progress, and the same may 
be said of many new growths, which, unless 
determining an associated condition of inflamma¬ 
tion, may attain considerable size and cause nothing 
beyond a mere mechanical discomfort. To this 
latter statement, however, certain notable excep¬ 
tions occur, especially some carcinomas, which are 
characterised by pain from their very commence¬ 
ment. Why inflammation should be so generally 


accompanied by pain is far from clear. The 
fulness and swelling of the affected region, from 
the engorged vessels and exuded blood constituents, 
and later the tissue products of inflammation, may 
and probably do exert pressure upon the nerve 
terminals of the part, but this cannot be the sole 
cause of the pain, for a far greater degree of swell¬ 
ing from simple oedema may be quite painless. 
But it must not be overlooked that the relief of 
tension of an inflamed area or the withdrawal of 
blood from it does in most cases afford very 
definite relief. It is to be presumed that the 
perverted nutritive changes in the inflamed tissue 
lead to some injury in the nerve terminals of the 
part, thus corresponding to what was assumed to 
occur when a blow or other mechanical injury is 
inflicted. Whether any irritating materials are 
developed in the part which act chemically on the 
nervous filaments is unknown, or what indeed is 
the exact nature of the lesion ; anything leading to 
actual destruction of the nervous tissues destroys 
sensation, and no pain is experienced. But 
although the process of inflammation is pre-emi¬ 
nently painful, a very great variability exists in the 
extent to which different organs and tissues mani¬ 
fest this symptom when so affected. Parts that 
are wanting in nerves are not painful when inflamed 
so long as the process is strictly limited to them, 
and as a general rule those tissues which are best 
supplied with nerves are those most sensitive to 
morbid pain-causing impressions and, as Erb points 
out, are those in which “ from long experience 
we most readily localise the pain.” The well- 
known difficulty of precisely indicating the seat of 
abdominal pains contrasted with the more accu¬ 
rate delimitation of pains of superficial situation 
well illustrates this point. To these statements, 
however, there are many exceptions, or at least 
there are many structures which exhibit in condi¬ 
tions of inflammation the most severe and agonising 
pains and yet are not, so far as our present know¬ 
ledge extends, even well supplied with nerves, 
being distinctly deficient as compared with many 
tissues. As examples of this may be mentioned 
the joints, the structures entering into which, viz. 
cartilages, synovial membranes and ligaments, have 
but a most spare nerve supply, and yet if it be 
possible to compare sensations there are few affec¬ 
tions more acutely painful than inflammations of 
the joints, whether rheumatic, gouty or even 
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traumatic. If it be observed that the parts 
involved are tense and resisting, and that the 
swollen tissues must compress such nerve terminals 
as there are, it may be replied that far more exten¬ 
sive effusions into the joints than are usually seen 
in any of the conditions named are frequently 
painless or almost so. Another structure which 
exhibits the greatest possible looseness in arrange¬ 
ment and can only be submitted to much tension 
in most unusual circumstances, is the peritoneum, 
inflammation of which is exquisitely painful. The 
same may be said of other serous membranes, 
pleurae, pericardium and arachnoid. As further 
illustrating the fundamental difference between 
tactile sensibility and pain it will be noticed that 
several of the structures mentioned as the seat of 
pain when irritated or inflamed, such as the gastro¬ 
intestinal mucosa and the serous membranes, are 
normally insensible to touch. 

Whilst the foregoing serve to illustrate the 
exceptions to the general rule, that the tissues less 
well furnished with a nerve supply manifest the 
least pain, it may also be pointed out that even 
very extensive changes in so sensitive a structure 
as the skin may be painless, such, for instance, as 
many forms of eczema, psoriasis, etc.; in other 
cases as in erysipelas, itching, tingling, or burning 
in all degrees may be experienced which may or 
may not pass into actual pain. Even in such 
inflammations as may be set up by caustics, vesi¬ 
cants, sinapisms,'and the like, the pain will be felt 
before at all events the graver inflammatory 
changes are apparent, though the hyperaemia will 
be distinct. But this active engorgement of the 
vessels is not necessarily provocative of pain, as 
witness a blush or other flushing of the surface. 
Some of the most intensely painful affections, 
connected without doubt with changes in the 
nervous structures, but with no apparent alterations 
in the skin itself, are to be met with in certain 
forms of herpes during the pre- and post-eruptive 
periods, though great variety exists in this respect. 

In considering the causal conditions immediately 
responsible for the production of painful sensations, 
attention must be drawn to the great probability 
that the nervous mechanism may vary in suscepti¬ 
bility as regards the reception of impressions, 
whether this be due to some change in the intimate 
structure of the nerve terminals, the nerves them¬ 
selves or in the perceptive power of the senscrium. 


Of such hypothetical changes, however, we know 
nothing. An increased sensitiveness of the nervous 
structures to stimulation determines the conditions 
known as hypersesthesia or undue sensibility to 
contact impressions, or as hyperalgesia, a term 
denoting exaggerated sensibility of a part to pain¬ 
ful impressions. It is this latter state which under¬ 
lies what we recognise as tenderness, by which is 
meant a painful sensation that is elicited by contact 
or pressure and may occur with or independently of 
spontaneous pain. Although the essential changes 
in the nervous apparatus which give rise to pain 
are unknown, there is an inflammatory condition 
in the nerves themselves which, presenting the 
ordinary structural appearances met with in that 
state, is the cause of very severe pain. In contrast 
with this neuritis is the affection denominated 
“ neuralgia,” which in its strict application denotes 
pain with which no associated structural change, 
either in the nerves or tissues of the part, can be 
detected. It is possible or even probable that 
the difference is one of degree only, and that the 
exact changes are as yet inappreciable by our 
present modes of investigation. But though all 
the conditions requisite for the production of pain 
may be present, yet owing to some inhibition of 
the perceptive centres pain may not be experi¬ 
enced. “ In the normal it apppears that when the 
highest nerve regions are very actively engaged in 
the emission of motion, this engagement is inimical 
to the reception of motion in quarters not closely 
concerned in the activity. During very great 
effort of any kind, sensations unconnected with 
the effort are not aroused, or are not aroused in 
their full strength. During any great concentration 
of attention in any particular direction, sensations 
unconnected with this direction are similarly 
attenuated” (Dr. Mercier, loc. at.). Whilst these 
statements refer to the normal, the same holds 
good in great measure in respect to the morbid. 
The sensation of pain consequent on injury is 
frequently entirely absent or much diminished 
under conditions of intense excitement, as in battle 
when “ in the inviting of attention to the strenuous 
muscular exertion that then takes place, not 
only are very many strong impressions of sight, 
hearing and contact unfelt, but even severe wounds 
and mutilations may be experienced and yet no 
answering sensations be aroused.” Even under less 
severe conditions pain of considerable intensity 
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may be in abeyance, to return in many cases when 
the diverting influence is withdrawn. The general 
state of health of the individual also appears to 
affect in some degree the extent to which pain is 
felt and, perhaps even more, the duration of the 
discomfort. A very general impression exists that 
temperature, barometric pressure, humidity, elec¬ 
trical state, and the other factors that make up 
the weather exert a potent influence in determining 
the onset or subsidence of pain, more particularly 
those of a neuralgic and so-called “rheumatic” char¬ 
acter. So long ago as 1877 Dr. Weir Mitchell 
(‘Amer. Journ. Med. Sci.,’ April, 1877, and ‘New 
York Med. Journ., J August 25th, 1883) carried out a 
careful and elaborate series of observations which 
clearly showed a close connection between neuralgic 
attacks and those perturbations of atmosphere 
known as storms, and, failing the detection of the 
special climatic element of mischief, to the com¬ 
bination of factors was attributed the determination 
of the pain. 

Among the characteristics of the female organi¬ 
sation a greater liability to the incidence of pain is 
undoubtedly well marked. Especially is this true 
in respect to pains which are ill-defined, vague, 
and general, as contrasted with those which are 
more strictly localised. Neuralgise are prominent 
illustrations of this class, some, such as the infra¬ 
mammary and intercostal, are almost entirely 
confined to girls and women. With this must be 
remembered the lessened emotional stability, as a 
rule, of the female, and also, in a measure, her 
greater tolerance of pain, particularly those of the 
nature just referred to. 

A certain relationship in the occurrence of pain 
with age is observable, for, although painful affec¬ 
tions are to be met with both in the very young 
and in the aged, it cannot be said that pain is a 
predominant symptom at the extremes of life. It 
is in the young adult and in middle life that the 
majority of painful maladies are to be observed. 
The greater readiness with which stupor and un¬ 
consciousness are developed in the very young 
serves in a measure to mitigate the ill effects on 
the organism of severe pain, at a time when the 
power of endurance is but imperfectly established 
and the tolerance of pain is slight. Similarly in 
advanced years the sensibility of the nervous 
system, in common with the other functions of the 
body, is less acute and receptive. 


Naturally the degree and character of pain are 
the subjects of inquiry on the part of the physician 
and very commonly of voluble description on the 
part of the sufferer. A moment’s reflection, how¬ 
ever, will show that, in the necessary absence of 
any standard of pain or means of measuring it, and 
the inadequacy, if nothing more, of the terms 
employed to designate the various kinds of pain, 
together with the ever present personal equation, 
information on this head is too often of but 
little value in diagnosis, and must always require 
the greatest care both in interpretation and in the 
significance to be attached to it. The severity of 
a pain, although perhaps demanding specific treat¬ 
ment for its relief, is clearly no measure of the 
gravity of the condition, the most agonising suffer¬ 
ing may be associated with nothing more serious 
than a carious tooth, or it may be the accompani¬ 
ment of a fatal attack of angina, whilst not a few 
incurable diseases of the gravest character may be 
almost or quite painless. Nevertheless it is difficult 
to avoid attaching importance to a severe pain, and 
later, when I am referring more particularly to ab¬ 
dominal pain, illustrations will be given and 
indications offered of the value which the relative 
severity or slightness of pain may afford in helping 
to arrive at a knowledge of what is wrong. I have 
already alluded ,to the difference observable among 
individuals in regard to their capacity for bearing 
pain and consequently to difference in terms which 
would be employed in describing the symptoms by 
different people when the causal condition is the 
same. Sometimes, without any definite wish to 
deceive, patients may affirm with emphasis that 
their pain is “agonising,” and yet it is unaccom¬ 
panied by any expressions of face or posture that 
would generally be accepted as associated with 
such a condition. To Other functional disturb¬ 
ances therefore we are apt to turn when seeking to 
ascertain the reality of the suffering. Although, as 
I have said, the language employed to describe the 
sensations felt is far from being precise, yet many 
of the terms have obtained the sanction of conven¬ 
tional usage, and a certain value has come to be 
attached to such words as “ cutting,” “ piercing,” 
“boring,” “gnawing,” “dull,” “throbbing,” “burn¬ 
ing,” and the like. It is remarkable how often 
patients will make use of the same words to 
describe what they feel, and even more singular is 
their frequent use of the same similes to denote 
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their sensations—the joint pain of acute gout is i 
constantly likened to the “ toe being torn with j 
red-hot pincers,” and the pains of certain chronic 
intestinal conditions are so frequently in my ex¬ 
perience compared to “ being gnawed by rats ” as 
to have led me to attach some little importance in 
diagnosis to the phrase. That the individuals ' 
have never actually experienced the actions to 
which they compare their discomfort does not 
alter the explicit character of their assertions. To 
some extent it is true that pain is more affected in 
its kind by the tissues and structures involved 
rather than by the exact nature of the morbid 
process. Thus, painful * affections of the skin are 
burning, or itching, or smarting; of serous mem¬ 
branes, sharp and stabbing ; of bones, dull and 
continuous; but this must not be pushed too far, 
and must be accepted with great caution. The 
nature of the cause, its continuance and duration, 
will also qualify the character of the pain suffered. 

Great variation also exists in the duration of pain. | 
Occasionally it is of momentary occurrence and 
wholly transient, perhaps without recurrence. It is 
observable that the most severe and acute pains are 
of this character. Far more often the pain is more 
lasting and may continue for hours, days, or weeks, 
and is then usually marked by exacerbations or 
periods when the suffering is much increased, I 
afterwards subsiding into a dull continuous ache. | 
It is not, however, to be assumed that because the 1 
pain persists the exciting cause of it also remains, I 
for this is far from being always the case. Long I 
subsequent to the removal of the condition which | 
gave rise to the discomfort, the pain may continue, 
as if the disturbance set up by the abnormal 
stimulation was of too profound a character im¬ 
mediately to have been recovered from for which 
a longer time is requisite. In this connection I ! 
would mention a feature of pain that has long : 
impressed me as of importance, viz. what I would j 
term a “ habit of pain,” by which I mean that 
pain when it has been of long continuance and 
especially when marked by considerable remissions 
in its course comes to acquire an element of 
habit or accustomedness, much as certain other 
functions exhibit; such, for instance, as the habit 
of sleeping or waking at certain times, or of the 
feeling of hunger, or other appetites. Personally I 
have come to attach considerable significance to 
this aspect of pain, especially in respect to its I 


treatment. This element of habit in often recur¬ 
ring or continued pain may sometimes be com¬ 
pletely broken by a repetition for a few days 
only of an effective anodyne sufficient in dose to 
produce complete relief at the time. Some pains 
are very distinctly periodic in character, setting in 
at perfectly definite intervals—neuralgia associated 
with malaria is particularly of this nature ; but in a 
somewhat lesser degree the same feature is to be 
observed in other forms of neuralgia which are 
quite free from the malarial taint. Some pains 
also are specially marked at night, as others are 
manifested chiefly or only by day. The former 
are the more usual, and very commonly are of 
syphilitic origin, though this is not always so. 
Why pain should especially develop when the 
patient is warm and at rest in bed is not easy to 
explain, particularly when rest and warmth are 
potent among the means of relief of pain. 
Possibly the explanation will be found when we 
know more of the real nature of the effect on the 
organism of the complex factors that make up 
weather and climate already referred to. 

An interesting subject in connection with the 
occurrence of pain is that concerned with the facial 
expression, the various muscular movements, often 
of a violent character, or it may be but a gentle 
rocking of the trunk, or head, or limb, and the cry 
which frequently escapes when the suffering is ex¬ 
treme. Best marked doubtless as these are when 
consciousness remains, they all may occur to some 
extent when consciousness is suspended, as witness 
the cry of the child in tuberculous meningitis ; and 
the frequently contracted brows and facial distor¬ 
tion when sensibility is wanting but the causal 
conditions of pain are present. In these several 
manifestations there is one feature in common, 
namely, that they are effects in which much 
energy, both muscular and nervous, is expended, 
affording, it would seem, relief by a diversion into 
other and more habitual channels of the neuro¬ 
muscular explosions excited by the abnormal 
stimulus which the pain determines ; and if, as will 
be seen, the sensory centres closely correspond 
with those which preside over motion, the reason 
for these phenomena becomes in a great measure 
intelligible. 

Lastly, mention may be made of the results of 
pain—bodily states, that is, which may be deter¬ 
mined by the occurrence of this symptom. In 
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many cases, no doubt, it is not possible to refer to 
it any result beyond the mere discomfort itself, but 
when long continued or constantly recurring, the | 
effect is to wear out sooner or later the faculty of 
endurance and gradually to deteriorate the general I 
health of the sufferer by interfering with sleep and 
impairing the appetite and digestion. More im¬ 
mediately severe pain may cause a sensation of ! 
sickness and nausea and may even lead to vomit¬ 
ing, whilst in extreme cases it contributes to the i 
production of a state of collapse and even may be 
responsible for death. In bringing about these 
more serious results, pain is often but a contri¬ 
butory factor associated with other grave pheno¬ 
mena, all due to the primary cause of the malady, 
but there is good reason to believe that by inhibit¬ 
ing the cardiac action, pain alone may actually 
lead to a fatal result. 

The next question to consider is what parts of 
the nervous system are concerned with the recep¬ 
tion, conveyance, and perception of painful impres¬ 
sions. However precisely we may know the nervous 
apparatus concerned with the special sensibilities 
of sight, hearing, taste, smell, and to a lesser degree 
the more widely-diffused sensations of touch and 
temperature, the paths traversed by the impulses 
which produce the general sense of well-being of 
all parts of the body, both external and internal, 
must of necessity offer a greater difficulty in their j 
investigation. With our present knowledge it is | 
impossible to ascribe to any of the various forms ^ 
of nerve terminals found in the skin, whether free 
fibrillar endings, plexuses, end bulbs, touch cor¬ 
puscles, Pacinian bodies, etc., any special functions 
in respect to the tactile temperature or pain 
stimuli. Careful excitation of separate points of \ 
skin with the same stimulus, e. g. electricity, would 
seem to cause different sensations of pressure, heat, 
cold, and pain, while some minute areas, when 
stimulated, give rise to no sensation, and are quite 
feelingless. It is said that the special pain spots 
are distributed in lines radiating from the hair | 
follicles corresponding to the position of those [ 
points which, with a less degree or different kind | 
of stimulation, excite another perversion of common > 
sensibility known as “ tickling.” | 

Nor can it be affirmed that the impressions of | 
pain travel by any special nerve-fibres distinct I 
from those conveying other afferent impressions, j 
although it is not unlikely that they do, if there be I 


special terminals involved, and if, as is almost cer¬ 
tain, painful impressions take a different route in 
the spinal cord from those taken by thermal sensa¬ 
tions, tactile sensibility, and muscular sense, for 
there is good reason to believe that the impressions 
of pain and of warmth travel together, as do those 
of touch and of cold, all passing up in the grey 
matter of the cord, which “is made up of nerve units 
communicating physiologically by their interlace¬ 
ment of dendrons, and it is quite easy to under¬ 
stand that impulses may travel up grey matter 
through a vast series of cell stations or positions of 
relay ” (Halliburton). It is quite clear that sensi¬ 
bility to pain may be affected without equally 
involving tactile sensation, and vice versa , as may 
be seen in such diseases as syringomyelia and in 
I tabes dorsalis. The sensibility to both touch and 
I pain may be increased (hyperesthesia or hyper¬ 
algesia) or may be diminished (anaesthesia or 
analgesia). As Gowers points out, “ hyperaesthesia 
is commonly used in the sense of hyperalgesia, and 
in the strict sense of the word it is seldom observed 
or even searched for.” Also, “when the sensi¬ 
bility to touch is increased there is some perversion 
of the sensation, not a simple increase. The sensa¬ 
tion may be felt as thrilling or shock-like sensa¬ 
tions,” tingling, and the like. In the condition 
known as anaesthesia dolorosa, simple contact 
causes pain, and is not appreciated as touch. 

It is generally supposed that pain impressions, 
after entering the cord by the posterior roots, 
shortly afterwards decussate in the posterior com¬ 
missure, since lesions in this situation interfere 
with the perception of painful impulses as well as 
those of warmth. After decussation the path taken 
by these impressions is, as I have said, upwards in 
the grey matter of the cord, medulla, crura 
cerebri, and optic thalami. The last-named struc¬ 
tures are closely related to the sensory tracts, the 
centripetal impressions undergoing there some 
modification or transformation. Although this 
description, as originally offered by Schiff, is one 
that receives general assent, there is not wanting 
evidence for the belief that the paths, after their 
decussation in the posterior commissure, pass out 
into the white matter and pass vtd the tract of 
Gowers, fillet, and tegmentum to the optic thalamus 
and in part through the posterior third of the 
hinder limb of the internal capsule to the cerebral 
cortex. 


Digitized by L^OOQle 



46 The Clinical Journal.] 


DR. ALLCHIN. 


[Oct. 31,1906. 


The conscious appreciation of pain, as of other 
sensations, depends on the integrity of the cerebral 
cortex, “ which contains, as is known, fields for the 
termination of, so to say, each avenue of sense,” 
though whether special pain centres exist is ex¬ 
ceedingly doubtful. Injury or electric excitation 
applied to the cortex itself does not produce pain ; 
and, as Professor Sherrington points out, a “ pain 
aura ” hardly ever occurs in epilepsy, although 
other auras of sensation—visual, auditory, tactual, 
thermal, gustatory, and odorous—seem each laid 
under contribution.” Very different views are held 
as to the precise region of the cortex concerned in 
the reception and perception of common sensi¬ 
bility, of touch, and of temperature, some holding 
that it corresponds generally, though not precisely, 
with the motor area. Others with, perhaps, more 
general acceptance have referred the centres for 
the reception of these sensations to the gyrus I 
fornicatus and gyrus hippocampi, /. e. the falciform 
lobe of Broca. 

I pass now to consider the nervous apparatus 
concerned with abdominal pain. The sensory im¬ 
pulses arising in the abdominal parietes reach the 
spinal cord via the branches of the anterior and 
posterior divisions of the spinal nerves below the 
fifth or sixth dorsal as supplied to the integuments, 
muscles, bones and other structures which make 
up the abdominal wall. It has been ascertained 
that so far as their cutaneous distribution is con¬ 
cerned, these several nerves so extensively overlap 
each other in their peripheral ramifications that 
section of the trunk of one of them will leave no 
region insensible to touch, though it would appear j 
that the areas supplied by fibres subserving pain as i 
well as heat, cold, and trophic impulses, are much | 
more restricted and do n<?t overlap, or only to a | 
very slight extent. j 

Under ordinary circumstances—due no doubt | 
to the fact that “ the number of sensory fibres to 
the viscera is certainly small in reference to the ! 
area they supply ”*—the viscera are insensitive to | 
simple contact or to heat and cold, and whilst | 
normally giving rise in the course of their functional I 
activity to no conscious sensation whatever, they j 
may set up painful impressions under conditions 
of disease when “ the receptiveness of the mecha¬ 
nism is increased.” 

* ” The Autonomic Nervous System,” J. N. Langley, 
D.Sc., F.R.C.S., ‘ Brain,’ vol. xxxvi, 1903. 


I Concerning the route or routes by which the 
| centripetal impulses originating in the viscera 
reach the scnsorium and evoke pain, much remains 
^ to be ascertained. Although the vagi furnish 
j afferent paths from the stomach, upper parts of 
the intestines, liver and pancreas, it is doubtful 
! whether they actually convey the impulses which 
| cause pain ; since it has long been recognised 
that stimulation of these nerves “ below the dia- 
* phragm gives rise to little or no sign of pain,” 

I whilst “ the thoracic and abdominal sympathetic 
chain, the splanchnic and inferior splanchnic 
| nerves are all markedly sensory ” (Langley). Of 
| the origin of the afferent fibres of the sympathetic 
system in the viscera little is known beyond that 
so far observed it takes place in a plexiform 
arrangement, though such specialised end-organs 
as the Pacinian corpuscles are met with in the 
mesentery of the cat. From these terminal 
plexuses the fibres pass upwards towards the cord, 
corresponding generally with the efferent fibres 
of the system, traversing the several plexuses and 
gangliated cord in their course, their trophic centres 
being almost certainly located in the posterior root 
ganglia, finally reaching the spinal nerves by the 
] white rami viscerales. Although in their distribu- 
! tion these afferent fibres are involved in what is 
| generally known as the sympathetic system, Pro- 
I fessor Langley (Joe. cit.) considers that those fibres 
! capable of directly giving rise to sensation properly 
I belong to the somatic system.* 

I need scarcely say that whatever may be the region 
of the brain where the conscious perception of the 
painful impression takes place, the sensorium at the 
same time refers the painful sensation as a rule to 
the site of the injury. Thus a blow or wound on 
the surface of the head, trunk or limbs, gives rise 
to pain where the damage is inflicted, it being under¬ 
stood that the pain-causing impulses travel to the 
brain by the routes I have indicated and are then 
generally referred to their area of origin. But it is 

* The efferent system of nerves regulating the unstriated 
muscle, the cardiac muscle and the glandular tissue has 
been called by Professor Langley the autonomic nervous 
system in contrast to the somatic nervous system by 
which the voluntary muscles are governed and sensory 
impressions conveyed. Such afferent fibres as may be 
regarded as belonging to the autonomic system are 
considered by him to be “ those which give rise to reflexes 
in autonomic tissues and are incapable of directly giving 
rise to sensation.” 
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not altogether so in regard to pain-causing impres¬ 
sions which arise in the viscera. Apart from the 
question as to whether diseases of the abdominal 
and thoracic organs ever do cause actual pain in 
the organs themselves—a subject that I will refer 
to presently—it is certainly the case that visceral 
diseases do give rise to pain and tenderness over 
regions of the body surface which do not corre¬ 
spond with the organ concerned, that is to say, 
areas which may not overlie the viscus at fault. 
Thus, for instance, it is commonly known that 
certain hepatic affections are liable to set up pain 
about the right shoulder, many gastric diseases 
cause pain at the epigastrium and in the back, 
whilst in many intestinal maladies the pain is ex¬ 
perienced at the umbilicus at some distance from 
the actual lesion. Now it has long been familiar 
that a blow on the ulnar nerve as it passes between 
the olecranon and the inner condyle of the 
humerus causes a painful tingling in the little and 
ring fingers, and the ulnar side of the middle 
finger, but this is not exactly parallel to the 
visceral pains I have mentioned, for whilst in the 
former case it is to the terminal branches of the 
same nerve which has been irritated in its course 
that the sensations are referred, the painful areas j 
in visceral disease correspond to the distribution I 
of the spinal nerve root with which the nerves | 
from the affected organ are connected through the | 
intervention of the cord. The spinal cord from 
a morphological point of view may be regarded as 
a linear series of segments which have become i 
fused into a continuous column of grey matter 
surrounded by white so that all indications of its 
segmental character are lost. The spinal nerves 
as they leave the vertebral canal distinctly exhibit 
this feature, but this is not perceptible at their 
attachment to the cord where the fibres of both 
the anterior and posterior roots are so disposed as 
to form an almost continuous series throughout its 
entire length. In the connection of the spinal 
nerves with the grey matter of the cord “ there is 
again evidence of a segmental arrangement, which 
appears not to correspond exactly to the segmenta¬ 
tion seen in the nerve trunks, for it seems probable 
that the fibres composing one posterior root, for 
example, may be connected with more than one 
segment of the spinal cord ” (Quain). Hence it 
follows that the skin areas supplied by the succes¬ 
sive posterior roots of the spinal nerves are not the 


same as those areas associated with the several 
segments of the cord—“spinal segments”—either 
anatomically or functionally. The former are very 
ill defined, tactile sensations as I have previously 
said overlapping extensively ; the latter on the con¬ 
trary are well defined and constant, as ascertained 
by the sensations of pain and of heat and cold. It 
is mainly due to the labours of Dr. Head that 
these areas have been mapped out, with the result 
of showing that diseases of the viscera are con- 
* stantly associated with definite bilateral cutaneous 
i areas corresponding to the spinal segment or seg¬ 
ments connected with each viscus, that within the 
limits of this area there are certain fixed points of 
j maximum tenderness, many of which had been 
long known and were in part the starting-point of 
| Dr. Head’s investigations, and that the reflexes 
i obtained from these tender areas are greater than 
| normal. Inasmuch as the cutaneous areas are 
i constant for each viscus, it is possible when these 
j areas have been determined “ to infer from the 
segmental spinal position of the pain the viscus 
exciting it.”* Dr. Head has drawn up the follow¬ 
ing scheme of the topography of the afferent 
channels from the viscera. 

Heart .— Ventricle. —Second, third, fourth, fifth 
(and ? sixth) dorsal. Auricle. —Fifth, sixth, seventh 
and eighth dorsal. 

Lungs. —Third and fourth cervical; third, fourth, 
fifth, sixth, seventh, eighth and ninth dorsal. 

Stomach. — Fourth cervical ; sixth, seventh, 
eighth, ninth (and ? tenth) dorsal. 

Intestines .—Ninth, tenth, eleventh and twelfth 
dorsal. 

Lower part of large gut and the rectum. —Second, 
third and fourth sacral. 

Liver and gall-bladder. —Seventh, eighth, ninth 
and tenth dorsal. 

Kidney and ureter .—Tenth, eleventh, twelfth 
dorsal, and first lumbar ( ? second lumbar). 

Bladder. —Eleventh, twelfth dorsal, and first 
lumbar ; second, third and fourth sacral. 

Prostate. —Tenth and eleventh dorsal; first, 
second and third sacral. 

Testis and epididymis. —Tenth, eleventh, twelfth 
dorsal, and ( ? first lumbar). 

Ovary. —Tenth dorsal. 

* Prof. Sherrington in Allchin’s * Manual of Medicine,’ 
vol iii, p. 9. 
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Ovarian appendages. —Eleventh, twelfth dorsal, 
and first and second lumbar. 

Uterus. —Tenth, eleventh, twelfth dorsal, and 
first (and ? second) lumbar; ( ? first), second, 
third and fourth sacral. 

A glance at the table shows that many of the 
viscera are connected with more than one spinal 
segment, just as the posterior root of each spinal 
nerve may be connected with more than one 
segment. It is this which explains the widespread 
character which is such a marked feature of many 
of the pains experienced in connection with 
visceral disease, for it may be reasonably supposed 
that the painful impulses from a diseased organ on 
reaching the spinal segment diffuse to such other 
segments as the organ may be connected with, and 
thence are reflected to the entire peripheral distri¬ 
bution associated therewith. It also explains the 
difficulty so frequently exhibited by the patient in 
localising his pain with any precision. 

It has been customary to speak of pain feU on 
the surface of the body at a distance from the seat 
of the mischief giving rise to it, as “ referred ” or 
“ reflected,” using these terms more or less indis¬ 
criminately. But, as I have shown you, there are 
two varieties of pain that come within this denomi¬ 
nation—(1) those due to irritation of a nerve in its 
course or in one of its branches, and felt either at 
the termination of some other branch of the same 
nerve, as in the case of pain in the hand from 
injury of the ulnar nerve at the elbow, or over the 
entire peripheral distribution of the nerve, as may 
be experienced from caries of one tooth causing 
pain over the whole side of the face. I quite 
agree with those writers who would describe such 
pain and tenderness as “ referred,” assigning the 
term “ reflected ” to (2) cutaneous pain and tender¬ 
ness of visceral origin, experienced in definite and 
constant areas corresponding to the spinal segment 
or segments connected with the affected viscus. 
A further difference between these two groups of 
pain apart from the nature of the nervous mecha¬ 
nism involved is that “referred pain may be 
associated with anaesthesia, complete or partial; 
reflected pain is never accompanied by anaesthe¬ 
sia.”* It is in the sense here defined that I shall 
employ these terms. 

* “ Some Surgical Observations on Referred and Re¬ 
flected Pain,” by J. Sherren, F.R.C.S, Clin. Journ., 
June 28th, 1905. 




Since then the pain dependent on visceral dis¬ 
ease is reflected to definite cutaneous areas, the 
question arises whether the organs themselves are 
also the seat of pain under morbid conditions. It 
is well known that several viscera may be handled, 
pinched, and even cut, without causing the indivi¬ 
dual pain, and it is not easy to understand that 
the structural changes of disease should be more 
effective in this direction ; at the same time it is a 
familar clinical fact that pain may be elicited in 
many visceral affections when pressure is made 
over them. This has generally been accepted as 
evidence that the organ itself is tender and painful, 
but in view of what I have said it is at least open 
to doubt whether this is so, and whether the pain 
is not wholly situated in the structures of the 
abdominal parietes. Setting aside the results of 
observation and experiment on animals as being 
quite inapplicable and inconclusive, Dr. James 
Mackenzie,* who has long been a worker at this 
subject, defines pain as “ a disagreeable sensation 
due to stimulation of some part of the cerebro¬ 
spinal nervous system, and referred to the peri¬ 
pheral distribution in the external body wall of 
cerebro-spinal sensory nerves.” Such a view, it 
may be observed, would seem to be quite con¬ 
sistent with the description of the autonomic 
system of nerves and their functions adopted by 
Professor Langley which I have before alluded to. 
The observations of Dr. Mackenzie tend to explain 
the pain of visceral disease as may be elicited by 
pressure as being really due to cutaneous hyper- 
aesthesia whether superficial or deep, or to a 
similar state of the muscles, and that it is these 
over-sensitive structures that cause the pain com¬ 
plained of when pressed upon, and not the under¬ 
lying organs disease in which has evoked the 
altered sensibility of peripheral branches of cere¬ 
bro-spinal nerves over definite areas. But we 
shall find later that whether this be the case or 
not as regards solid viscera, it is very certain that 
pain may be seated in the muscular walls of the 
bowels or of the ducts of the liver or kidneys, 
giving rise to the various forms of colic. I shall, 
however, have much to say concerning reflected 
pains when I am discussing the subject of the dia¬ 
gnostic significance of the locality where pain is 
experienced. 

October 29th, 1906. 

* ‘ Brain,’ vol. xxv, 1902. 
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A 

CASE OF ARTERIAL SCLEROSIS. 

By W. P. HERRINGHAM, M.D., F.R.C.P., 
Physician to St. Bartholomew's Hospital. 


Thomas \V\ O —, set. 44 years, a boot salesman, 
was admitted into St. Bartholomew’s Hospital under 
me. 

According to the notes taken by Mr. Holgate, 
one of my ward clerks, the previous history of the 
patient showed that he had scarlet fever when two 
| years of age. At the age of twenty he fell across 
I some rails and “ ruptured his kidney.” 

1 The history of the illness for which the patient 
j was admitted was that for the last three years he 
I had been short of breath. It began rather sud¬ 
denly. He had been unable to lie flat in bed. 

| Last November he had to leave off work. He had 
lost weight lately. For the last three years micturi¬ 
tion had been more frequent than normal—as much 
as two or three times a night. Lately he had been 
confined to his bed. 

There was no family history of gout nor of 
| rheumatism. 

In regard to his habits, the patient had been 
formerly a great drinker of spirits. When in health 
he took four pints of beer daily. 

On admission he was found to be a very thin, 
rather tall man, with a remarkable pink and 
| white complexion. His cheeks, ears, and nose 
1 were brightly flushed, the eyelids waxy pale as in 
| nephritis, but without a trace of oedema in them or 
■ anywhere else. 

Qij examination of the lungs, there were noticed 
a few rales at the left base, but these organs were 
otherwise natural. 

The examination of the heart showed prsecordial 
bulging. Apex two inches outside nipple, in sixth 
space ; right border, by deep percussion, in natural 
place, half an inch to right of sternal edge. No 
I murmur was heard when the patient was admitted, 
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but a slight systolic murmur at the apex was 
noticed on May 29th. 

Extreme thickening and tortuosity of the radial 
artery was noted, and a similar condition was 
observed in the temporal artery, but not in the 
retinal arteries, which were natural, and showed 
neither wiriness nor thickened walls. 

The pulse was about 100 in the morning; 
generally about 90 in the evening, and of good 
volume. 

The liver was an inch below the ribs, and the 
spleen was not palpable. 

The patient did not improve for the first two 
days he was in the hospital, but on May 22nd he was 
put on milk diet, with almost immediate benefit. 

By May 29th he could lie down flat in bed, and 
did not need a sleeping draught, and was allowed 
the convalescent diet of the hospital. 

On June 5th he caught a slight pleurisy, of which 
the symptoms lasted for about a week, and which 
interfered a little with his breathing; but by June 
19th he was out of bed, and was feeling perfectly 
well. 

On his discharge the physical signs were the 
same as on admission. The heart had not in any 
way diminished in size. 

This case is full of interesting points : 

(1) The first question was the condition of the 
heart. I do not think he had mitral disease, for 
there w T as no evidence of backward pressure. The 
right auricle was natural, and there was no oedema 
of the lungs or of the legs. Neither the pulse nor 
the stethoscopic sounds gave any evidence of aortic 
disease. Moreover, there was no cyanosis at any 
time. 

I therefore referred the great cardiac hypertrophy 
to peripheral resistance, and considered him to 
have a greatly hypertrophied left ventricle without 
valvular disease. 

(2) We found in the state of his skeletal arteries, 
so far as they could be examined, a sufficient 
cause for the size of his heart. I do not think I 
have ever felt a thicker radial. Yet this condition 
was evidently not general, for the retinal arteries 
showed none of the signs of sclerosis. They were 
not wiry, nor did they bend the veins where they 
crossed, as Mr. Marcus Gunn has described, nor 
did they show the white opaque borders which are 
visible at a later stage. 

Everyone who has examined arteries much 


knows how irregular is the distribution of atheroma, 
and what is true of the intima is probably equally 
true of that degeneration of the media which we 
call sclerosis. 

(3) Between the big heart and the thick, 
fibrous, inelastic arteries it was natural to expect a 
heightened pressure of the blood. 

(4) What was the condition of the kidneys ? I 
should think they were granular, because it is rare 
to find this state of the circulation without the 
kidneys being to some extent affected, and because 
when he was passing 50 ounces of urine the 
specific gravity was decidedly low (about 1012). 
But there was no evidence of present inflamma¬ 
tion. There was never any blood, no casts were 
ever found though often sought, and the slight 
trace of albumen quickly disappeared. There was 
no retinal change whatever. The irregularity of 
the excretion (see charts) is, if not characteristic 
of, yet at any rate consistent with, fibrosis of the 
kidneys. 

(5) I was of opinion that his dyspnoea was the 
immediate result of the high blood-pressure. 
Whether this was due to absorption of decaying 
renal cells, of which modern experiments have led 
us to think so much, there really is not evidence 
enough to say. 

I should like rather to ask consideration for one 
or two points connected with his recovery. 

(6) I am quite sure that his improvement was 
due to the milk diet (milk 2 pints, tea 1 pint, 
bread 14 oz., butter 1 oz., milk pudding 8 oz.). 
He had been lying in bed before he came to 
hospital and showed no improvement under two 
days* rest after admission. 

(7) It was coincident with a fairly regular fall of 
pressure. But this is not necessarily produced by 
a milk diet. Indeed, Mauthe reckons a rise of 
pressure as one of the disadvantages of a rigid 
milk diet. Our milk diet is, however, really a milk 
and cereal diet, and therefore does not require so 
much fluid as a diet of pure milk. 

(8) It was coincident too with a certain rise in 
the urea excretion, but this fell later, though the 
improvement steadily continued. 

(9) The most remarkable coincidence, however, 
was the great rise of excretion of water and of 
chlorine. The latter is almost a reproduction of 
the urinary curve, and I suppose it to be a result 
of this and of no particular importance in itself. 
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Chlorine has some connection with cedema, but 
it does not raise blood-pressure. 

(10) The relation between the diet, the blood- 



Excretion of cl. and urea. Cl. excretion in grammes 
referred to left-hand margin. Urea excretion in 
grammes referred to right-hand margin. 


pressure, and the excretion of urine is well worth 
consideration. 

There are always two factors to be taken into 
account in explaining the secretion of urine. They 
are the blood-pressure and the activity of the 
glomerular and of the tubular epithelium. It is 


fairly clear that in this case the former may be 
neglected. There is no correspondence between 
the curve of pressure and that of excretion of urine. 
More than that the very lowest point touched by 
the latter actually coincides with the highest level 
of pressure. 

We are therefore justified in saying that the 
great increase in excretion is due to cellular 



Blood-pressure and excretion of urine. Blood- 
pressure in millimetres of Hg. (Riva Rocci) referred 
to left-hand margin. Urine in ounces referred to 
right-hand margin. 

activity. This, whether it be glomerular or 
tubular or both, we can also fairly ascribe to the 
alteration of diet. It began on the very day when 
the milk diet was prescribed, and when on May 30th 
meat and fish were again given, the change was 
followed on June 2nd by a decided fall in the excre¬ 
tion of urine; though later the curve rises yet it does 
not reach the same height as before. 

Perhaps we may go so far as to say that both 
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the glomerular and the tubular epithelium were j 
made more active. Water and chlorides are , 
usually accredited to the former, urea to the latter, i 
Both kinds of excretion rose under the milk diet. | 

(ii) But milk diet is no panacea. In cases of j 
nephritis, by which I mean those in which albumi- j 
nuria, oedema and retinitis are found, I never 
recommend it, except as a temporary measure in , 
the acute stage. I record this case simply for 
what it is, a case of high pressure, big heart, and | 
tough arteries, greatly relieved by a temporary use | 
of a milk cereal diet which apparently worked 
through stimulation of the renal tissue. 

November 5 th, 1906. 

The Effect of the Roentgen Rays on Growth. 

—It does not seem strange that an agent which has 
come into such universal use as a diagnostic and 
curative measure should be subjected to inquisitorial 
processes, for that is apparently the fate of popularity. 
Of the ability of these rays to cause burns there is 
little doubt, although with improvements in the 
tubes the frequency of X-ray burns is declining. 
Atrophy of the essential reproductive organs has 
also been ascribed to their employment, and it is 
moreover claimed that growth may be stunted. 
Forsterling has made some experiments with refer¬ 
ence to the latter phenomenon and found a distinct 
inhibition of growth in various young animals when 
these were subjected to X-ray exposures of even 
ten minutes’ duration, and the same effect was noted 
on the buds of different trees. These exposures 
were less than those ordinarily used for therapeutic 
purposes, but seemed to be accompanied in every 
instance by a well-marked effect. The latter was 
less, however, in older animals. The writer thinks | 
we should, therefore, endeavour to restrict the use | 
of this therapeutic measure in small children to ' 
cases of malignant neoplasms and lymphatic leu- I 
kemia. When it is found necessary to apply the rays 
all other portions of the body should be amply 
protected, and the exposures should be limited in 
time and not repeated at too frequent intervals, in 
order to avoid a cumulative effect. Unfortunately, 
we are not acquainted with the minimum dose of 
this agent by which a deleterious effect may be 
produced, and not until a device for measuring the 
rays is discovered can a solution of this difficulty 
be hoped for .—Medical Record , vol. lxx, No. 15. 


CLINICAL LECTURES 

ON 

DISEASES OF THE ABDOMEN. 

By W. H. ALLCHIN, M.D., F.R.C.P., F.R.S.Edin., 

Consulting Physician to the Westminster Hospital. 

Lecture III. 

PAIN IN THE ABDOMEN. 

Gentlemen, —Having discussed the subject of 
pain in general, its nature and causation, I now 
proceed to consider pain in the abdomen, and 
more especially in relation to its diagnostic signi¬ 
ficance. I may say at once that for the moment I 
exclude “ pain in the back,” reserving that for 
subsequent discussion. 

What should be our method of investigation 
I when a patient comes complaining of pain in the 
I abdominal region ? What should be otir mental 
: attitude in seeking to ascertain the cause of the 
| symptoms as a preliminary to attempting its relief? 
If, as is frequently the case, the abdominal pain is 
the sole complaint on the part of the patient, and 
careful examination fails to detect any other depar¬ 
ture. from the normal condition, either subjective 
or objective, the difficulty in exact diagnosis may 
be very considerable, and this is increasingly so 
when the individual completely recovers without 
developing any further symptoms. At best the 
explanation to be given is based on probability, 
and is incapable of proof; but experience very 
frequently enables us to forecast the result with 
tolerable confidence, though the actual diagnosis 
may be doubtful. When, however, pain in the 
belly is but one of several manifestations, local or 
general, or both, its significance may be easier 
understood, and, anyhow, it becomes but a contri- 
tory factor instead of the sole one on which our 
judgment is based. 

As a general rule the starting-point of the in¬ 
vestigation of any case of abdominal pain is the 
locality in which it is experienced, and one pro¬ 
ceeds from that to form a judgment as to the 
actual cause of the discomfort. To attempt this, 
however, with any prospect of success, it is clear 
that the examiner must be possessed at the outset 
with a general knowledge of the structures which 
may be the seat of origin of painful impressions and 
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of the morbid changes therein which are responsible 
for the symptom—in other words, what diseases of 
the abdomen has experience shown are likely to be 
productive of pain? It is among these that the 
ultimate selection has to be made, and hence it is 
important to have before one’s mind as complete a 
notion as may be of those that are possible. I 
would proceed then to consider this subject first. 

Morbid Conditions of the Abdomen which 

MAY GIVE RISE TO PAIN. 

Parietes.— Affections of the bones—vertebrae 
and pelvis—such as osteomyelitis and caries, not 
only cause pain which is complained of over the site 
of the disease, but very frequently, by setting up 
changes in the nerves in, or as they issue from, 
the spinal canal, give rise to referred pain, one of 
the commonest seats of which is the epigastrium 
from caries of the lower dorsal vertebra. An 
examination of the spine should never be neglected 
when there is a continuous pain at the pit of the 
stomach which is unaccompanied by any gastro¬ 
intestinal symptoms, and more particularly in 
children and young persons. 

Among the painful affections of the walls, intra- 
parietal abscess may be mentioned. Such a lesion 
is usually due to injury, which has set up inflamma¬ 
tion and suppuration ; or the abscess may be con¬ 
nected with the bowel or with a pelvic peritonitis 
which has extended outside the serous membrane. 
The condition, however, is not of frequent oc¬ 
currence : when acute the locality of the abscess is 
indicated not only by the pain, but by a palpable, 
if not visible, swelling, together, usually, with con¬ 
siderable tenderness and redness of the integu¬ 
ments. Painful affections of the abdominal muscles 
are not very common, but overstrain as from exces¬ 
sive vomiting or coughing leaves the muscles ex¬ 
tremely painful, and intense pain accompanies 
cramp, such as in tetanus or in cholera. True 
myalgia of the abdominal wall is seldom met with, 
but the pain in the abdomen which sometimes 
precedes the articular affection in acute rheumatism 
in children may be of this nature. Severe pain 
may precede for several days the eruption of 
herpes zoster, and may remain for .months after 
the vesicles have disappeared. It is usually asso¬ 
ciated with extreme tenderness of the affected area. 
Mention may also be made of those hyperaesthetic 
areas occuring in hysteria, which, if not actually 


the seat of pain, give rise to this symptom when 
pressed on. Inflammatory disorders of the spinal 
cord and of its membranes, and new growths in the 
spinal canal, may be marked in some stage or 
other of their progress by pain in the abdomen, 

' often of a peculiar “girdle ” character, and referred 
to the parietes. 

| It is not often that these various conditions of 
the abdominal walls give rise to any difficulty in 
diagnosis, and it is rather for completeness’ sake 
that I have referred to them. 

| The next structure to be mentioned as a seat of 
| pain is the peritoneum, concerning which much 
, remains to be learned. It is fairly generally 
admitted that in the normal condition the visceral 
portions of this structure are insensitive to touch, 
to thermal and even to most stimuli elsewhere 
painful, but that the parietal layer is extremely 
i sensitive to all manipulation or contact with foreign 
! matter, and this sensibility appears to be derived 
j from the intercostal nerves in . the subserosa.. 
Forward traction on the mesenteries or omentum, 
or on adhesions involving the anterior abdominal 
wall also cause great pain. 

In acute inflammation of the serous membrane, 
whether general or localised, the pain is of a most- 
acute character, and the patient cannot bear the 
slightest touch, shrinking from examination, unable 
to bear the weight of the bed clothes, and reducing 
the movements of the trunk, even those of respira¬ 
tion, to a minimum; mere ordinary distension of 
| the bladder may provoke most severe pain, which 
is relieved when the organ is emptied. It is one 
of the earliest symptoms of the disease, as it is the 
most constant in occurrence and continuous in 
duration, and may become agonising in intensity. 

| Although the pain is experienced pretty generally 
| over the abdomen, it is commonly felt at .first in 
the neighbourhood of the umbilicus, and is usually 
more marked above than below that level. Even 
| when the mischief is distinctly localised, the pain 
is frequently complained of first about the navel, 
being later referred more precisely to the particular 
region affected. But although pain is almost in¬ 
variably such a marked symptom, in acute peri¬ 
tonitis, there are cases where it is insignificant in 
degree or scarcely existent. . In such the toxic 
i effects of the infection are so overwhelming that 
! the patient passes into a state of collapse before 
| the structural changes of peritonitis have hardly 
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more than commenced. In the later stages also 
of acute diffuse peritonits, if the inflammatory 
exudation becomes considerable so as to prevent 
the contact of the intestines with the parietal peri¬ 
toneum, the pain is likely to subside, as it does to 
some extent also when the bowels become 
paralysed and their movements cease. 

The question of pain as a consequence of peri¬ 
toneal adhesions is one that offers considerable 
difficulty, since it not infrequently is the only 
symptom complained of and is quite unsup¬ 
ported by objective evidence. Hence the existence 
of the adhesions is often a matter of inference, 
after other possible causes have been considered 
and excluded. The proof that such bands and 
membranes are responsible for the suffering can 
only be obtained by operation and subsequent 
freedom from the discomfort. This proof has 
been so often forthcoming that sufficient justifica¬ 
tion for the diagnosis of adhesions exists, provided, 
as I have said, other causes can be excluded. 
Without discussing the conditions under which 
such adhesions may arise, and recognising them as 
the results of inflammation, the ill effects they 
produce are, in my experience, chiefly, if not 
entirely, in connection with the hollow viscera, in¬ 
terfering, as they do, with their regular peristaltic 
movements. By the interruption in the rhythmical 
waves of contraction it would seem that spasm is 
set up, and that it is this which really causes the 
pain. Consequently it would follow that pain 
from this cause is most likely to occur when the 
organs are in a state of movement such as happens 
when digestion is going on. This is well seen in 
cases of old ulceration of the anterior wall of the 
stomach which has been associated with perigas¬ 
tritis and the formation of adhesions between the 
viscus and the parietes. I have known this to be 
the case with such intense pain following on taking 
food that the patient almost starved herself to 
avoid the suffering, whilst complete relief followed 
on division of the adhesions. I have also had 
good reason for associating the pain in the abdo¬ 
men that closely follows on defecation as attribu¬ 
table to bands restraining the movements of the 
colon, whilst the localised pain after operations 
for appendicitis or other gastro-intestinal lesions 
has been generally ascribed to adhesions, which 
may in time by stretching cease to cause dis¬ 
comfort. A significant feature of the pain due to 


I adhesions, whether between different viscera or 
between the viscera and the parietes, is its lia¬ 
bility to be produced by certain movements of the 
trunk or certain positions of it, by straining or 
lifting weights or the like, and patients nQt infre¬ 
quently have learned how best to get relief by 
adopting special postures. Such cases may go on 
for years, pain being the sole symptom, though 
I by continuance of suffering the general nutrition 
may come to fail. Again, in those chronic forms 
J of peritonitis in which the coils of intestine are 
j more or less matted together and to the abdo¬ 
minal wall, a constant “grumbling pain” is a 
| marked feature and specially accompanies the ex¬ 
aggerated movements of the bowels which may be 
j seen through the thinned parietes. At the same 
I time, not a few cases of chronic peritonitis of the 
i tuberculous form, or those associated with malig- 
| nant disease of the membrane, exhibit periods 
when pain is scarcely complained of, though 
tenderness exists. It is the very slowly progres¬ 
sive cases which are most likely to be thus 
characterised. Attention has been drawn to the 
' formation of “ cicatrices in the peritoneal covering 
of the kidneys, which in the first instance displaces 
and then fixes the displaced right kidney ” as a 
cause of severe pain.* 

Passing now to the viscera as causes of ab¬ 
dominal pain, it is convenient to recur to the 
division already made into the solid and the hollow. 
Taking the solid organs first, it is certainly the case 
that they exhibit little or no sensibility when mani- 
| pulated, or even when cut or otherwise injured, 

I but that, nevertheless, when the seat of disease 
they may give rise to pain, though by no means 
constantly, and certainly not in proportion to 
either the seriousness or the extent of the lesion. 
Thus the liver may become involved in malignant 
disease to the extent of increasing its bulk to twice 
the normal, and pain be scarcely complained of; 
or the kidneys, one or both, may be, as the result 
of tuberculous disease, represented by a mere bag, 
or bags, formed by the thickened capsule with 
remnants of the cortex, and yet have caused but 
very little pain. This, however, I think, may be 
affirmed with some confidence, that pain is most 
likely to occur in the solid viscera in proportion 


• Riedel, quoted in NothnagePs Practice, ' Diseases 
of Intestines and Peritoneum.* Translated by A. Stengel 
M.D., 1904. 
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to the rapidity with which their enlargement is 
affected. Thus, in embolism of the spleen there 
is commonly a sudden and severe pain, whilst the 
organ is found to be enlarged, otherwise splenic 
disease, though it may lead to enormous increase 
in the size of the organ, is remarkable in its freedom 
from pain. Much the same may be said with 
regard to the kidney, when lumbar pain, sudden 
and considerable, is associated with embolism. In 
circumstances when the vascular engorgement of an 
organ is set up rapidly pain is likely to follow, though 
seldom very severe. This may be observed in the 
liver from a sudden failure in cardiac compensa¬ 
tion, or in the kidneys from acute congestion and 
inflammation, when a dull pain may be experienced 
in the loins. But acute inflammation of the solid 
viscera, even proceeding to abscess formation, 
is not necessarily attended with pain, and when 
this symptom is present the affected organ is 
generally found to have become somewhat rapidly 
enlarged, but an abscess, or cyst even of con¬ 
siderable size, may give rise to few, if any, sub¬ 
jective symptoms. A writer has recently* drawn 
attention to cases of severe abdominal pain, asso¬ 
ciated with other signsof acute abdominal disease, for 
which even laparotomy was performed with nothing 
abnormal found but contracted granular kidney. 
Of this, however, I have no experience, unless as 
a manifestation of uraemia, to which I shall refer 
presently. Stone in the kidney may be quite pain¬ 
less, though, if free to move, and especially if 
composed of oxalates, it may cause considerable 
suffering. Like the other solid viscera already 
mentioned—liver, kidneys, and spleen—the pan¬ 
creas also exhibits in its morbid states a great 
Variety in the occurrence of pain or the degree of 
its severity if present. Abscess and malignant 
disease have been found post mortem which gave 
rise to no discomfort during life, but, on the other 
hand, acute inflammation of the gland, especially 
if associated with considerable haemorrhage into 
its substance—haemorrhagic pancreatitis—is likely 
to be attended with pain of the severest character, 
the paroxysms being agonising in their intensity •' 
or it may be of St milder character with exacerba¬ 
tions. There is another circumstance which should 
be considered in connection with the occurrence 
of pain in these organs, and that is the relation of 


# Mr. R. Morison, ‘ Lancet,’ 1903, January 31st. 


the morbid changes occurring in them to their 
peritoneal covering; when this becomes involved, 
and a local peritonitis is established, then pain is 
more likely to occur. This is well seen in 
malignant disease of the liver, which may develop 
quite painlessly until the nodules invade the super¬ 
imposed peritoneum, when pain very commonly 
develops. It is not improbable that, in the acute 
swellings of the viscera, which are painful, this 
is due to stretching of the serous coat, though 
when this takes place slowly no such symptom 
follows, even though the distension may be very 
considerable, as may be seen in the enormous 
livers and spleens, the result of lardaceous change. 
It is to traction on the peritoneal covering that the 
severe pain sometimes met with in acute displace¬ 
ment of the solid organs may be due. The kidney 
offers the best illustration of this, all degrees of 
severity of pain in the movable condition of this 
viscus being manifested. Most severe paroxysms, 
accompanied by other abdominal symptoms, with 
fever and collapse may occur, and have been mis¬ 
taken for appendicitis or renal colic. In some 
cases, no doubt, the pedicle, consisting of the 
blood-vessels and ureter, becomes twisted, and 
this, by setting up acute congestion of the gland, is 
partly responsible for the resulting pain. 

Diseases of the supra-renal bodies and of the 
abdominal lymphatic glands do not, so far as I am 
aware, give rise to pain, though in the later stages 
of Addison's disease some abdominal pain resem¬ 
bling peritonitis has been described. 

There is little doubt but that affections of the 
hollow viscera , including the main bile-ducts and 
ureters, are more frequent causes of abdominal pain 
than are diseases of the solid organs. As with 
the latter, conditions of rapid distension are much 
more prone to cause pain than when the dilatation 
is gradually established, as may be observed in 
that infrequent and very fatal malady known as 
acute gastroectasis, where pain is a marked sym¬ 
ptom ; whilst an equal degree of distension of the 
viscus from a slow growing pyloric obstruction 
may give rise to but very little discomfort, and then 
chiefly in connection with the vomiting that takes 
place. 

Dealing with the gastro-intestinal tract first the 
general statement may be made that in adults the 
stomach is a more common source of pain than 
the bowels, and the colon, from its greater fixity 
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and closer relation with the parietes,* than the 
small intestine, whilst the last named appears to 
be the usual seat in children. A considerable 
difference in the degree of severity of pain marks 
the several varieties of inflammation of the differ¬ 
ent parts of the canal, the discomfort being scarcely 
appreciable in the milder forms of catarrh but of 
the greatest severity in the graver inflammatory 
affections, particularly those determined by corro¬ 
sive poisons or by ptomaines. 

Remarkable differences also are to be observed 
in the relation of pain to ulceration of the gastro¬ 
intestinal canal. As a rule, when this lesion occurs 
in the stomach the pain is well marked, and from 
its constancy in occurrence, in situation and in 
connection with the taking of food, constitutes one 
of the most reliable features of the disease. 
But at the same time it must be admitted that 
gastric ulcers have been found post mortem some¬ 
times with characters indicative of a long duration, 
the existence of which has never been suspected 
during life and with no history of abdominal pain. 
This is particularly noticeable in connection with 
duodenal ulcers similar in pathogeny to so-called 
“ peptic ulcer ” of the stomach, the first symptom 
of which may be a fatal haemorrhage or perforation. 
Such exceptional conditions as these, though occur¬ 
ring with reasonable frequency, militate against the 
acceptance of the view that the acid secretion of 
the stomach is always immediately responsible for 
the pain of gastric ulcer, since there is no reason to 
suppose the secretion is suspended or is even less 
acid, but rather the contrary. In the jejunum, as 
you know, ulceration, or indeed any other lesion, 
is extremely rare, and probably no organ of the 
body is so free from disease as this portion of the 
intestine. The Peyer’s patches and solitary glands 
are the usual seat of ulceration, whether typhoid or 
tuberculous, and due to one or other of these 
causes large areas of the ileum as well as of the 
colon may be involved, and yet pain is an altogether 
insignificant feature of these affections, so long, 
that is to say, as the peritoneal coat is not involved. 
In contrast to these conditions the several forms of" 
ulceration met with in the colon, such as tropical 
dysentery, follicular ulceration, and the special 
form denominated “ ulcerative colitis,” are char¬ 
acterised by pain which is considerable in degree 
* See ‘ Abdominal Pain,* by E. Maylard, M.B., B.S., 
l 9 ° 5 - 


and constant in character, though marked by fre¬ 
quent exacerbations and especially likely to be 
intensified by action of the bowels. When the 
lower part of the rectum is involved in the disease, 
the pain has certain peculiar characters in addition 
to its severity ; thus there is an almost constant 
desire to defaecate, with persistent straining and no 
sense of relief afforded by the passage of mucus 
or faecal matter; to this condition the term tenesmus 
is applied; in acute intussusception and especially 
in volvulus of the sigmoid flexure this symptom is 
also characteristically manifested. 

There is ‘one circumstance which may be con¬ 
nected with ulceration of the stomach or intestine, 
which, when it occurs, is productive of the severest 
pain, and that is perforation. The onset is re¬ 
markably sudden, and it may last some hours 
and is to be distinguished in its characters from 
the pain of peritonitis which is subsequently set 
up. How this well-known clinical fact is to be 
explained I am unable to say. I have previously 
told you that the commonly accepted view is that 
the visceral peritoneum is insensitive as compared 
to the parietal, and why a very small rent in the 
serous membrane which shows no other evidence 
of damage should cause such intense agony as it 
does is not easy to see. Possibly the escaped 
gastro-intestinal contents may be the determining 
irritant. I may take this opportunity also of refer¬ 
ring to another, though only occasional, occurrence 
of pain that may be associated with ulceration, 
namely, that which sometimes precedes an attack 
of haemorrhage, to which Dr. S. West long ago 
drew attention.* 

Very great variation is also to be recorded in 
respect to the incidence of pain in new growths of 
the stomach and bowels. In a very large pro¬ 
portion of cases nothing beyond the feeling of 
weight, or dragging, or a vague sense of discomfort 
falling far short of pain, is complained of, at least 
for some time, until, that is, ulceration or obstruc¬ 
tion of the canal have become considerable, or a 
peritonitis has been set up. A large tumour of 
malignant nature connected with the colon may be 
first detected by the physician in the course of his 
examination, which has occasioned but the mini¬ 
mum of inconvenience to the patient, who has 
sought advice, it may be, for some more general 
condition, such as loss of weight or progressive 

♦ ' St. Bartholomew’s Hospital Reports/ vol. xviii, 1882. 


Digitized by 


Google 




The Clinical Journal. ] 


DR. ALLCHIN. 


[ Nov. 7,1906. 57 


enfeeblement. But on the other hand there is an 
annular form of carcinomatous ulceration not in¬ 
frequently met with, at the flexures of the colon 
which is almost or quite incapable pf being fek by 
the observer, so limited is the structural change 
produced, and that offers no interference with the 
patency of the lumen, yet may, and usually does* 
give rise to most severe pain, particularly when 
peristalsis is excited. 

If, now, we attempt to form some idea of the 
real cause of the pain in these several morbid 
states of the stomach and intestines, we shall find 
it very difficult to find an explanation that will be 
common to the many and diverse lesions met with, 
and, what is more important, the frequent ex¬ 
ceptions thereto. One hesitates to ascribe the 
pain in all cases to mere irritation of the mucosa 
when we find large tracts of ulceration painless, 
whilst elsewhere an ulcer only a few lines in 
diameter is the cause of exquisite suffering, though 
no doubt in cases of irritation by violent chemical 
corrosives or toxins, or with very grave structural 
damage, the intensity of the stimulus may be 
accepted as the explanation. If, then, in the great 
bulk of these affections it is not the mucosa which 
is the special source of the pain, and the peritoneal 
coat is in the greater number of them not involved, 
there remains only the muscular layer to be con¬ 
sidered. Although I am not aware that it has ever 
been proved, it has at Jeast been generally 
accepted that the bellyache or griping pain so 
frequently following the ingestion of indigestible 
material, of iced fluids, and of cathartic drugs, 
is due to violent contractions of the muscular coat 
of the bowel, and for pain due to such a cause it is 
convenient to retain the word colic—in this case 
intestinal. That spasm of this tissue is capable of 
causing pain like cramp of the striated muscles 
there is good reason to believe from observations 
of the pylorus during gastric digestion, when the 
attempted passage of solid undigested masses 
through the orifice sets up spasmodic contraction 
of the sphincter accompanied with pain; pyloric 
spasm, in fact, has become a well-recognised clinical 
phenomenon. It will also be admitted that much 
of the pain connected with the inflammatory and 
ulcerative changes in the bowel, or that associated 
with new growths in these organs, is of a spasmodic, 
intermittent, or, as commonly described, “ colicky ” 
character, shifting about somewhat, and occurring. 


in paroxysms of longer or shorter duration, and 
the question arises whether these pains are not 
really due to muscular spasm, excited by the 
lesion of the bowel, or by the intestinal contents, 

I or started by the peristalsis set up by the act of 
defecation. There is strong support for this view 
in the fact that the various forms of obstruction of 
the gut—hernfe, volvulus, intussusception, stenosis, 
etc.—are all characterised by extreme pain of this 
I character, and, as it is reasonably believed, pro- 
I duced by the violent efforts on the part of the 
musculature to overcome the obstruction. In 
addition to this form of pain, however, these 
I obstructive lesions also manifest a distinctly local 
constant pain which sets in from the outset, and is 
more severe when the small intestine is involved 
than when the disturbance takes place in the large 
bowel. This may be in part brought about by the 
violence of the damage to the tissues of the 
organ, or, as I myself am more inclined to think, 
to dragging on the peritoneum. In any case it is 
different to the colicky pains which are present 
as well. It has been the custom with some 
; observers to describe recurring attacks of pain 
referable to the appendix as “ appendicular colic,” 
but although it may not be denied that spasmodic 
| contractions of this organ are sometimes in part 
| responsible for the symptom, it is very doubtful if 
j this is ever the sole abnormality present, for it is 
| certain that in most cases serious structural 
| changes are present which may lead on to peri- 
| typhlitis. Hence in this case we must not 
| associate with the word “colic” the idea of a 
J temporary spasmodic affection of the muscular 
tissue that will pass off and leave no damage, and it 
is a question whether the expression “appendicular 
colic ” should not be discarded on this account, 
j Pain is one of the symptoms that contribute to 
that condition of abdominal distress which is so 
I commonly met with in displacements of the 
| stomach and colon known as gastroptosis and 
enteroptosis, and though partly due probably to 
| dragging on the peritoneum is also of the nature of 
I colic. It is well to remember that, apart from 
I deleterious ingesta and to definite structural dis¬ 
eases of the intestine, which more or less give rise 
to pain of the nature of true colic, this symptom is 
also induced by accumulations of flatus or of 
feces, and hence is a frequent accompaniment of 
constipation. To the colic caused by improper 
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food, or by flatus, or by both, most of the ab¬ 
dominal pain of infants and young children is due. 
Exposure to cold must also be held responsible for 
some cases, both in children and adults. To colic 
also may be attributed the pain which sometimes 
occurs with the presence of fcenia or ascaris in the 
bowels. The characteristic bellyache so often 
manifested in chronic poisoning by lead, copper, 
and other minerals, has long been recognised as of 
muscular origin and termed “ colic.” 

The agonising pain which accompanies the 
passage of a calculus or even grit or inspissated 
mucus or blood-clot along the ureter or main 
bile-ducts or pancreatic duct, or that follows from 
ineffectual efforts to propel the solid substance 
from the pelvis of the kidney or from the gall¬ 
bladder, are essentially due to violent muscular 
contractions of the walls of these passages, and are 
examples of true colic—renal, hepatic, or biliary 
and pancreatic, as they are termed. It may be 
remarked that the pain of the first named is oftener 
in the loin than abdominal as the others are, though 
now and then it does so happen. 

Although we may have good reason to attribute 
much of the pain which occurs in these various 
affections of the abdominal part of the alimentary 
tract to spasm of the musculature, there yet remains 
another condition which must be considered, and 
upon the reality of which much difference of opinion 
has existed, and that is whether or not these organs 
may be the seat of actual neuralgia. By many the 
terms “ gastralgia ” and “ enteralgia ” are regarded 
as mere cloaks for ignorance, and though in my 
experience they do represent actual conditions, I 
am fully aware that they should not be employed 
until all other possible causes of an existent abdo¬ 
minal pain have been as far as possible excluded. 
To my mind the sensory neuroses known as gas¬ 
tralgia or gastrodynia and enteralgia, although un¬ 
connected with any as yet discovered structural ab¬ 
normality, are more or less very real clinical entities, 
and to be regarded as a neuralgia of the gastric 
and intestinal mucosa respectively, and independent 
of any gross lesion, and in the case of the stomach 
of hyperacidity. It may be observed that for 
similar reasons a nephralgia and a hepatalgia have 
been recognised. It is quite probable that these 
neuroses may sometimes co-exist with definite 
structural disease, and so far contribute to the pain 
complained of. They are pre-eminently manifesta¬ 


tions of the neurotic temperament, and occur chiefly 
in young women, though by no means confined to 
them. Other evidences of a nervous constitution 
usually co-exist, or a history of former neuralgiae, of 
hysteria, neurasthenia, or hypochondriasis is gene¬ 
rally to be obtained. Although frequently develop¬ 
ing without any obvious exciting cause, attacks of 
this character may be traced to fatigue or exhaustion 
of whatever kind, grief or anxiety, and sometimes 
to menstruation in those constitutionally predis¬ 
posed. 

The severe pain in the gastric crisis of tabes and 
other spinal cord diseases, and the burning abdo¬ 
minal pain occasionally noticed in paralysis agitans, 
may be regarded as extreme examples of this con¬ 
dition, with a definite nervous lesion underlying it. 
It seems also to be very probable that the abdominal 
pain which is associated with that curious malady 
mucous colitis—which there is good reason to 
regard as mainly a secretory neurosis—is very 
largely of a neuralgic character, or neuro-motor 
and therefore a true colic. The mimicry of pains 
due to such definite diseases as gastric ulcer, peri¬ 
tonitis or appendicitis, may be met with in the sub¬ 
jects of hysteria. The condition known by some 
as hyperaesthesia, or more properly hyperalgesia 
of the stomach, corresponds to the affection I am 
speaking of. 

Affections of the bladder fall rather within the 
province of the surgeon than of the physician, and 
are neither frequent nor important causes of 
abdominal pain. Serious discomfort sometimes 
amounting to pain may be complained of in the 
hypogastrium in acute retention of urine after it 
has continued for some hours, although it is in the 
loins rather than in the abdomen that the suffering 
is located. In cystitis the pain is chiefly experi¬ 
enced in the urethra and in the perineum on 
micturition, as indeed is generally the case in 
maladies of this organ, such as tuberculous disease, 
vesical calculus, and new growths, though very con¬ 
siderable mischief may exist with but little real 
pain. 

Concerning pain from diseases of the uterus and 
appendages I propose to say very little, preferring 
to quote Dr. VV. S. A. Griffith* on the subject: 
“ Pain,” he says, “ is the one constant symptom of 
all pelvic inflammation, and the site to which it 


* “ Diseases of the Ovary,” Allbutt and Playfair’s 
* System of Gynaecology,’ 1896. 
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is referred by the patient bears no constant rela¬ 
tion to the organ affected. The whole region 
below the navel and above the pelvic brim, from 
the pubes to the iliac spines, back to the loins and 
sacrum, and down the thighs to the knees, is or may ; 
be the seat of pain in various circumstances, but 
we have no trustworthy means by which we can i 
distinguish one-sided pains due to affections of the ' 
tube, ovary, peritoneum, broad ligament, or the 
body of the uterus, or the cervix.” To this l | 
would add that not a few affections of these organs 
may be almost or quite free from abdominal pain, 
which commonly depends on associated peritonitis 
or on obstruction of the intestine by pressure of 
tumours of uterus or ovary. Further, that in rupture 
of an extra-uterine pregnancy, or formation of a 
pelvic hsematocele, symptoms including pain closely 
resembling perforation of the stomach or bowel are 
set up ; and that in the various forms of dysmenor- 
rhcea the pains are of the nature of colic, as might j 
be expected in so muscular an organ as the uterus. I 
Among the less frequent causes of abdominal J 
pain are certain affections of the main blood- i 
vessels of this region, and of these perhaps the 
most commonly met with is that obscure condition 
to which the name of “ pulsating aorta ” has been ! 
given. Occurring, as this does, almost universally 
in neurotic subjects, one of the most constant sym¬ 
ptoms is a distressing pain in the epigastrium for ! 
which no cause can be found, though it is usual 
to attribute it to stretching of the nerve plexus by 
the excessive pulsation. The discomfort may last j 
for years and help to render the sufferer a chronic j 
invalid. Aneurysm of the abdominal aorta or of 
its main branches is another cause of very severe ! 
and usually continuous pain in the belly, although 
it is subject to great variation in character and 
intensity. It may or may not be associated with 
erosion of the vertebrae, and so it does not entirely 
depend upon this lesion, but rather, it is supposed, 
upon stretching of the nerves over the distending 
sac. Should the ureter be put on the stretch, > 
pain and other symptoms simulating rfinal colic i 
may ensue. The most excruciating pain usually 
occurs with sudden blocking of the larger ab- I 
dominal vessels, as from embolism, due it is \ 
believed to violent and sudden spasm of the 
bowel ; and since the infarction is generally 
followed by a considerable effusion of blood into 
the thickness of the gut and between the layers of 
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the mesentery, the dragging on the peritoneum 
may also be a contributory cause. It is possible 
also that this is the explanation of the pain in the 
abdomen which has been observed in purpura, 
scurvy, haemophilia, and angio-neurotic oedema, in 
which conditions haemorrhages or serous effusions 
have been observed to take place into the mesen¬ 
teries or beneath the serous covering of the 
stomach and intestines. Pain also is a constant 
symptom in suppurative pylephlebitis. 

I now wish to direct your attention to a most 
important point in connection with the subject of 
abdominal pain, and that is, that not a few of the 
morbid conditions met with below the diaphragm 
may be simulated by disease that is really within 
the chest. It is true that the resemblance is not 
long maintained, but being very close while it last?, 
and connected* as it is, with those affections which 
are marked by suddenness of onset, great pain, 
high temperature, and other appearances of grave 
illness, it has happened more than once that lapa¬ 
rotomy has been performed for a supposed per¬ 
foration of stomach or intestine, for appendicitis, 
or for acute peritonitis, for hepatic disease, or for 
biliary or renal calculus, only to find these 
structures perfectly healthy, and the real mischief 
to be sought elsewhere. Acute pleurisy, pneu¬ 
monia, or pleuro-pneumonia at either base, are the 
usual intra-thoracic diseases that may for the first 
three or four days—that is, during the time that 
operation for actual abdominal mischief has the 
best chance for success—lead to the mistake being 
made, and the practical lesson to be learned is 
that an examination of the chest should always be 
made, however conclusive the abdominal signs and 
symptoms may appear to be. There are, how¬ 
ever, certain distinctive features, more particularly 
in respect to pulse and respiration rate, to which I 
shall recur later. The pain, in whatever region of 
the abdomen it may be situated, in these circum¬ 
stances is usually of the severest character, and is 
referred or reflected via the lower dorsal nerves 
which are involved in the pleural or pulmonary 
lesion. Pericarditis and, very rarely, aneurysm of 
the descending thoracic aorta have been known to 
cause pain in the epigastrium of a more lasting 
character than the diseases of the lungs or pleura 
which I have just mentioned. The possibility 
also of intra-thoracic disease secondary to that in 
the abdomen should not be forgotten. 
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Lastly, there remain certain morbid states, 
chiefly of a toxic character, associated with pain in 
the abdomen, the explanation of which is doubtful. 
Probably the best known of these is what is 
described as retrocedent gout of the stomach or of 
the intestines, which is characterised among other 
symptoms by very severe abdominal pain, which 
by some has been supposed to be due to the irrita¬ 
tion of crystals of sodium biurate deposited in the 
tissues of these viscera such as takes place in the 
joints. Another toxaemia not unconnected with 
gout is uraemia in which abdominal pain has been 
observed preceding the characteristic convulsions 
and associated with the frequently occurring 
vomiting. This also may be due to local excre¬ 
tion of the poisonous substance by the gastro- 1 
intestinal mucosa. The colic of lead poisoning 
previously mentioned rises to one’s mind in this 
connection, and it is possible that violent spasm of 
the musculature of the canal—colic—explains all 
these conditions, for the intestinal ulceration 
occasionally seen in chronic Bright’s disease can 
hardly be held responsible. 

Many of the acute infections may exhibit abdo¬ 
minal pain in their earlier stages. Acute rheumatism, 
which is now generally accepted as falling within 
that category of disease, is one of these, especially | 
in children. The pain, which is epigastric and 
paroxysmal, is often induced by exertion, and may i 
precede by two or three days the joint affection. \ 
The explanation is exceedingly doubtful,* and it t 
may be really located, as previously suggested, in j 
the muscles of the parietes. As an example of a 
poison of a simpler character may be mentioned 
saccharin, the long-continued use of which has 
been known to give rise to intractable abdominal 
pain, only relieved by withdrawal of the drug. 

Summarising the foregoing remarks, the first 
point to be noticed is that every one of the tissues 
and organs that are included within the expression 
“abdomen” may be in abnormal conditions the 
seat of pain, or may give rise to impressions that 
are interpreted as pain in consciousness. Yet at 
the same time the extent to which these several 
structures and organs may manifest the symptom 
is very unequal, as for instance the spleen and 
stomach, few affections of the former being painful, 

* See “ Abdominal Pain in Acute Rheumatism,” by S. 
Vere Pearson, M.B., M.R.C.P., * Brit. Med. Journ./ May 
14th, 1904. 


whilst many of the latter are. Again, most of the 
diseases which these organs may present are liable 
to be associated with pain, but they are most vari¬ 
able in jthis respect, and even exceptions occur 
with moderate frequency to what is a general rule 
as to its manifestation. Thus gastric ulcers have 
been known to exist without causing pain ; abscess 
of the liver or subphrenic abscess may run their 
course with scarce an indication of discomfort* and 
even malignant disease of the bowel may for a long 
time lead to no complaint. 

If we attempt to group the imtnediate causes of 
abdominal pain , we shall find they may be arranged 
under four heads. First, the intensity of the irri¬ 
tant such as corrosives or virulent toxins, or 
even an excess of a normal factor of the digestive 
process as hydrochloric acid, or butyric acid, which 
may be formed during faulty digestion. The 
damage to the tissues may be so considerable as to 
cause pain which a lesser degree of stimulation 
would be powerless to evoke. 

Second, a hyperalgesia of the gastro-intestinal 
mucosa, rendering the susceptibility to the produc¬ 
tion of pain much greater than normal, akin to which 
is an actual neuralgia of stomach or bowel, and, it 
may be, of such organs as liver and kidney. 

Third, violent spasm of the muscular tissue of 
the organs with the production of colic; and 
fourthly*; the presence of peritonitis which may 
be associated with or follow on the previous condi¬ 
tions, or may be, so to say, the primary affection 
as a cause of pain. It is to the last two states, 
independently or in combination, that the greater 
number of cases of abdominal pain are due. 

From all this may be understood the difficulty 
surrounding the diagnosis of the cause underlying 
any given case of abdominal pain, especially if it be 
j unsupported by other symptoms; further also, as I 
I shall proceed to show, the locality in which the 
! pain is experienced in a large number of cases 
! affords but little assistance to a complete under¬ 
standing of the condition. 

| November 5 th, 1906. 

The Royal Commission on Vivisection has com- 
! menced its sittings, and this opportune time has 
| been taken advantage of by Nisbet & Co., of 21, 
| Berners Street, to bring out the third and revised 
j edition of Mr. Stephen Paget’s book ‘Experiments 
on Animals,’ with an Introduction by Lord Lister. 
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Lecture III. 

i 

Gentlemen,— I told you last about the symptoms, . 
diagnosis, and treatment of purulent catarrh, and I 
think this time we will deal with some of the com- I 
plications which arise in connection with it. The j 
complications which may arise in the course of 
acute suppuration of the middle ear are, first, i 
polypus; secondly, mastoid suppuration ; thirdly, I 
subdural abscess; fourthly, encephalic abscess; 
fifthly, sinus phlebitis ; and lastly, meningitis. ! 

Let us take polypus first. If an attack of I 
suppurative catarrh is severe, the suppuration I 
profuse, and has lasted for some time, a small 
polypus may appear. It is never large, and it j 
springs from the tympanic cavity. Whether it is 
always a polypus is doubtful—at least, it is doubtful 
to my own mind. I think it is very often only a ' 
part of the mucous merfibrane protruding through 
the perforation. If you could see into the tympanic | 
cavity in a case of acute inflammation you would 
be surprised at the contrast between the mucous | 
membrane there and the mucous membrane in a 
healthy ear. The membrane lining the tympanic j 
cavity of the healthy ear is exceedingly thin. In 
acute inflammation it is much swollen, filling up I 
the tympanic cavity to a very large extent. As all | 
the walls of this cavity are unyielding except the 
outer one, when the mucous membrane is much 
swollen there is very little room left for fluid, for 
the tympanic cavity, you must remember, is not 
large at any time. Therefore when there is much 
pressure within, naturally the mucous membrane ! 
is likely to be everted and pushed through the slit 
in the membrane, and what you see is not always 
a polypus I believe, but everted mucous membrane. 
The chief importance of the point is, that occupy¬ 
ing as it does the rent in the mucous membrane, j 
the growth interferes with the free escape of 
matter and by so doing encourages the tendency | 
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of the matter to spread in other directions, and 
equally interferes with the entrance of the antiseptic 
lotions which you employ to stop the discharge. 
As long as there is a granulation protruding through 
the membrana, so long will the discharge continue. 
Therefore it is important when you examine the ear 
(which you should do every few days) and you find 
there is a granulation (polypus or everted mucous 
membrane) to destroy it. It is not like the polypus 
you find in chronic disharge ; that is pedunculated 
and may be large enough to occupy the whole 
meatus. The small granulation which occurs in 
acute suppuration is very easily destroyed by the 
application of a saturated solution of chromic acid. 
And if at the same time you notice there is not 
a free opening for drainage, it is a very good plan 
at the same sitting to enlarge the opening in 
the membrana with a narrow-bladed knife or a 
myringotome; by so doing you will allow’ a freer 
exit to matter and thereby hasten healing. What 
makes me think that this is generally everted 
mucous membrane and not a true polypus is that 
almost always w r hen it is present you will find that 
the membrana is bulging. 

We now come to the much more important 
question of mastoid suppuration. In the course 
of purulent catarrh of the middle ear the matter, 
as I have told you, makes its way backwards into the 
mastoid antrum, and then the direction in w r hich 
it will spread will largely depend on the pneumatic 
structure of the bone. I will send you round some 
bones which will give you an idea of what I mean. 
When suppuration has spread from the tympanic 
cavity into the attic and mastoid antrum, often 
the diagnosis is quite easy. The classical symptoms 
are these : There is pain in the mastoid, that pain 
being increased in a greater or less degree by 
making firm pressure. After a short time the skin 
over the mastoid becomes oedematous, more or 
less red, and, when the abscess is pointing to the 
surface, the pinna, if looked at from behind, is 
seen to stand out more prominently from the side 
of the head than the other one. It is pushed 
forwards and a little downwards. When you get 
such a group of symptoms, the diagnosis and treat¬ 
ment are very simple. But any one or more of 
these symptoms may be absent, and if you have 
charge of the patient from the beginning you will 
not wait for all of them to be present, if you 
remember all I have told you. Remember that 
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when there is oedema and redness over the mastoid 
with prominence of the pinna, in ninety-nine out of 
a hundred cases the great and urgent danger is 
over, and the matter is making its way to the 
surface. Often when I am asked to see a case in 
consultation and there is no redness or swelling 
over the mastoid, I find great reluctance on the 
part of the surgeon to consent to an immediate 
operation. But if I am called in in a hurry to see a 
case with much redness and swelling, and some¬ 
times even fluctuation, there is never any demur 
to the suggestion of immediate interference, and 
yet in these cases the abscess might be left to itself 
to burst, because the immediate danger is practi¬ 
cally over. 

Now, as I have just said, one or other of these 
symptoms may be absent, and yet there may be ex¬ 
tensive mastoid suppuration. Not many weeks ago 
I opened a patient’s mastoid in which the whole 
cavity was full of pus. The disease was so exten¬ 
sive that the lateral sinus was exposed to the extent 
of nearly three quarters of an inch. The patient’s 
temperature was taken for three days before I 
operated, and yet, except once when it was 98'8° 
F., it was normal. He had occasionally neuralgia 
over the side of the head, but he did not refer it 
specially to the ear, and firm pressure over the 
mastoid caused practically no pain. The discharge 
had lasted five w ? eeks, was profuse, and there was 
very slight sagging of the postero-superior wall of 
the meatus near the membrana. These were the 
only indications of what proved to be extensive 
mastoid suppuration. 

Now let us take these symptoms in detail. I 
have^said that if there is redness and swelling over 
the mastoid and prominence of the pinna you 
have for a certainty the existence of mastoid 
suppuration, supposing there is any mastoid suppu¬ 
ration at all. But there is one fallacy which you 
must carefully guard against. You may see a 
patient with slight prominence of the pinna, with 
redness and swelling over the mastoid, and yet 
there may be no inflammation of the mastoid. To 
puzzle you still more, if the patient belongs to 
poorer classes there may even be suppuration of the 
middle ear, and yet there may be nothing wrong 
with the mastoid. It is very unlikely you will come 
across such a case, but you may. Bear in mind that 
the children of the poor often have impetigo of the 
scalp due to the presence of pediculi, and what 


looks at first sight like mastoid inflammation may 
only be inflamed post-auricular glands. So you 
| may very easily, if careless, mistake a suppurating 

■ group of glands, due to a sore place on the head, 
j for mastoid suppuration. Remember, however, 

I that the absence of discharge from the ear is no 
' certain proof of the absence of mastoid inflamma¬ 
tion. There is such a thing as primary mastoiditis 

■ in which the tympanic cavity is not involved from 
I first to last. In such a case, however, if there is 
j suppuration, and the abscess is making its way to 
I the surface, the redness and swelling would be 
l more diffuse than in the case of suppurating post- 
j auricular glands. The skin a little way from the 
1 swelling in the glandular suppuration is healthy 
| and freely movable over the subjacent bone, and 
I the pain on pressure is usually much greater, but 
| over a more limited area. The constitutional 
1 disturbance also is probably less. As a rule in 

I mastoid suppuration there is a very distinct rise of 
j temperature, but, as I have already told you, such 
j is not always the case. 

* With regard to tenderness on pressure: this 
tenderness must be definite if it is to be of any 
value. In every case of acute suppurative catarrh 
of the tympanum, at all events just at first and very 
often lasting for some weeks, you can always elicit 
a certain amount of pain by firm pressure. There- 
I fore tenderness by itself has only a certain value. 

It means mastoid congestion, but not necessarily 
I suppuration. Marked prominence of the pinna 
j from the side of the head is conclusive, but it is 
! not often present; when it is, the abscess i^ making 
j its way to the surface. How, then, shall you dia- 
! gnose suppuration in the mastoid:* Sometimes it is 
impossible to be quite sure, often it is difficult, 
and you may have to make up your mind in a 
particular case whether you will or will not explore 
with nothing certain to guide you. But as a rule 
there are two signs to help you to decide whether 
I you will operate or not. If profuse muco-purulent 
discharge persists in spite of all the care bestowed 
| on the case by thorough cleansing with antiseptic 
lotions, begin to suspect mastoid suppuration. If 
in addition you find, on inspection, sagging of the 
postero-superior wall of the meatus, even if confined 
to the part of the meatus immediately adjoining the 
| membrana, you can never be wrong in exploring 
j the mastoid. Very often the patient lives at a 
| distance, so that you cannot see him as often as 
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you would wish, and he may be vague as to whether 
there is any diminution of discharge or not. If he 
is confident there is a steady, even if slight, dimi¬ 
nution of the discharge, and there are no urgent 
symptoms, wait a while. If you cannot trust his 
word, and you are undecided whether to operate or 
not, syringe the meatus, then dry it, and wait a few 
minutes. On again inspecting you may find that 
a considerable amount of pus has welled up into 
the meatus. If this were coming only from the 
tympanic cavity it could not be secreted in the 
time. Evidently there must be an accumulation 
in the attic. To clinch the matter wipe out the 
meatus, and get the patient to hold his nose and to 
“do Valsalva.” If there is an accumulation in the 
attic, a further quantity of muco-pus will be blown 
into the meatus. When this happens do not wait 
any longer, but open the mastoid. In the case 
of the patient I referred to earlier, persistent 
profuse discharge with very slight sagging of the 
postero-superior meatal wall were the signs which 
determined me to operate without delay. All 
other signs and symptoms were practically absent. 
Although I am laying stress on the difficulties that 
may beset you in arriving at a correct diagnosis, to 
impress the matter upon your mind, you will not 
often be left to decide from these two symptoms 
only, viz. persistent discharge and sagging of some 
part of the postero-superior wall. There is usually 
a persistent rise of temperature, although that rise 
may not be great. Again, there is generally very 
distinct pain on pressure over the mastoid, and 
especially over the mastoid antrum. By the way, 
be careful in making pressure on the mastoid not 
to press too close to the pinna, because the post- 
auricular glands may be tender, and the flinching 
of the patient may be due to pressure orl these, 
and not to any inflammation of the mastoid. But 
do not expect often to find oedema and redness. 

When pus has invaded the mastoid it depends 
very much on the density of the bone whether the 
abscess will point to the surface, upwards into the 
middle fossa of the skull, or backwards into the 
posterior fossa. I send round for your inspection 
some temporal bones showing the situation and 
amount of the pneumatic structure. In one of 
them you will notice that the antrum is deeply 
seated, and the bone immediately covering it very 
dense, but the bulk of the mastoid process is very 
cancellous right up to the apex. In such a bone 


as that pus could easily infiltrate the cancellous 
tissue, and if unrelieved an abscess might burst 
through the apex of the mastoid, beneath the deep 
cervical fascia, and burrow beneath the muscles 
of the neck. 

Having decided to operate, the question is, How 
much are you to do? Make a curved incision 
behind the ear down to the bone and turn the flap 
and the pinna forward and define McEwen’s tri¬ 
angle. This triangle is formed by the posterior 
root of the zygoma above, the arch of bone forming 
the roof of the external auditory meatus below, and 
a vertical line behind the meatus uniting these two. 
The apex of this triangle points therefore forward. 
To reach the mastoid antrum which lies in this 
triangle, carefully remove the outer layer of bone 
with a chisel and mallet. If your diagnosis is 
correct, as soon as the outer layer of bone is 
removed to some depth pus escapes. Remove 
enough of the outer layer of bone beyond the 
limits of the antrum to see if the mastoid cells are 
involved or not. If they contain pus, or if not 
pus, granulation-tissue, looking rather like glisten¬ 
ing barley grains, remove every diseased cell, ex¬ 
ploring downwards even to the apex of the mastoid 
if necessary. If, however, there is no implication 
of the cells, only thoroughly expose the antrum, so 
that there is free drainage from the tympanum and 
stop there. Remember—and this is important— 
that the tympanum is not to be disturbed. Your 
object is to evacuate an abscess in the mastoid, 
and to afford free drainage for the tympanum, 
nothing more. By leaving the tympanic cavity 
undisturbed the patient will recover with good, 
often with perfect, hearing. Do not be disap¬ 
pointed if occasionally no pus escapes when you 
open the mastoid antrum. You have done no 
harm, and you have probably only anticipated 
suppuration in the mastoid cells by a day or two, 
and in any case you have established free irrigation 
and drainage of the tympanic cavity. You have 
also removed the danger of the abscess making its 
way into the cranial cavity, and have shortened the 
duration of discharge from the tympanum. For 
almost invariably the tympanic discharge ceases in 
a few days after the antrum is opened. After you 
have done all that is necessary in the way of 
operation, thoroughly wash out the wounds with 
an antiseptic lotion, swab it with 1 in 10 of 
carbolic acid, and pack with bicyanide or iodoform 
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gauze, or close the upper part of the wound and 
insert a good-sized drainage-tube into the lower part 
of it. If you elect to pack the wound, remove the 
dressings in twenty-four or forty-eight hours accord¬ 
ing to circumstances, freely irrigate and repack, 
removing the dressings daily, till the wound has 
healed. If you partially close the wound and 
introduce a drainage-tube, remove the oiher 
dressings in twenty-four hours, and syringe the 
wound through the tube, doing this daily, occasion¬ 
ally shortening the tube as the wound granulates 
up from the bottom. 

Let me return to the difficulties connected with 
his subject. 

There may be no discharge from the tympanic 
cavity, no perforation, and yet there may be 
mastoid suppuration. Acute primary mastoiditis 
is rare, but it does occur. Sometimes it is pro¬ 
bably tubercular, how often it is impossible 
to say. More often, however, there is doubtless 
simultaneous inflammation of the tympanum and 
mastoid, and possibly its extension into the mas¬ 
toid cells checks the inflammation in the tym¬ 
panum, and so no suppuration takes place in that 
cavity. If we could see some of these cases early 
enough w*e should most likely discover congestion 
of the membrana. As, however, the inflammation 
spreads through the mastoid cells, the congestion 
of the tympanum subsides. This is how we must 
interpret some of these cases, I think. These are 
confessedly the most difficult cases to have to 
decide when to operate, as serious intra-craniai 
trouble may supervene if an operation, when neces¬ 
sary, be too long delayed. As an illustration take 
the following case. A patient after an attack of 
? influenza complains of discomfort and occasional 
pain in the ear. This is followed by diffuse pain 
over the mastoid, somewhat increased by pressure. 
The temperature varies between 99 0 and ioi° F. 
The patient looks ill, but careful examination dis¬ 
covers nothing amiss with his principal organs. 
Careful watching for several days fails to throw 
further light on the cause of his symptoms. I am 
then asked to see the patient. There is now no 
pain in the ear, but that over the mastoid is more 
constant, and is distinctly increased on pressure, 
and there is slight headache. I can detect no 
congestion of the membrana or meatus on exami¬ 
nation, and there is no appreciable deafness. I 
have a suspicion there is very slight oedema over 


I the mastoid, but it is only a suspicion, and there 
I is not a trace of redness. My advice to explore 
I the mastoid without delay was not accepted. I 
could only advise, not insist. Those in authority 
preferred to wait a little, and see how matters 
progressed. I saw the case about ten days later 
j and then matters had progressed to redness, swell¬ 
ing, and fluctuation over the mastoid. I think 
I that lad was fortunate. I mention this case, briefly, 
| not with the slightest intention of blaming anyone, 

• but merely to show you how difficult it is some¬ 
times to decide how long an “ expectant treat¬ 
ment ” ought to be pursued. 

In my next lecture I shall deal with chronic 
. suppuration. 

j November 5/A. 1905. 

At the meeting of the British Medical Association 
recently held in Toronto the medical visitors 
manifested keen interest in the well-arranged selec¬ 
tion of the products of Burroughs Wellcome 
Co. “ Tabloid ” pleated compressed bandages 
and dressings attracted particular attention. They 
are composed of materials of the finest ‘quality and 
are very highly compressed so as to occupy the 
smallest possible space. Each is separately packed 
j in an efficient protective covering which secures 
freedom from all contamination until required for 
use. A full range of these neat compact dressings 
is issued, enabling the general practitioner to carry 
sufficient for a whole day’s practice, if necessary, in 
his pocket. For all purposes they are superior to 
the ordinary varieties. “Tabloid” brand pastilles 
are characterised by accuracy, activity, and purity 
of contents A very useful selection is available, 
embracing all the agents usually prescribed in 
medication by pastille together with some new 
combinations. Considerable attention was directed 
to the various preparations issued under the 
“Wellcome” brand—chloroform, standardised liquid 
I and granular extracts, chemicals and galenicals, 
j etc., all of which have become well recognised as 
products of the highest quality. “ Wellcome ” 
brand diphtheria antitoxic serum, and “Wellcome” 
brand antistreptococcus serum (polyvalent) also 
aroused great interest. “Tabloid” hypodermic 
cases met with general approval, especially the 
various metal cases fitted with the B. W. & 
Co. all-glass aseptic hypodermic syringe. The 
readiness with which the hypodermic solution is 
prepared with “ Tabloid ” hypodermics in the barrel 
of the syringe and the ease with which both syringe 
and case are rendered aseptic were fully appreciated 
“ Tabloid ” medicine chests and cases for all 
purposes were shown in great variety, and 
among the other features of the exhibit were 
included a wide range of “ Tabloid ” medicaments. 
“Tabloid” ophthalmic products, “Soloid” equip¬ 
ments for bacteriological and analytical purposes, 
and “ Enule ” suppositories. 
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SOME OBSERVATIONS ON 
GASTRIC SURGERY.* 

By C. MANSELL MOULLIN, F.R.C.S., 
Senior Surgeon and Lecturer on Surgery at the London 
Hospital. 


Mr. President and Gentlemen, —Before enter¬ 
ing upon the subject of my address this afternoon 
I should like to offer you my sincere thanks for 
the honour you have done me in asking me to 
come down and read one before this branch of the 
British Medical Association. It is an honour that 
I could not do otherwise than accept with pleasure, 
though I could not help at the same time feeling 
that it involved a considerable degree of respon¬ 
sibility. Fortunately for me, your President was 
kind enough to suggest a subject, and at the same 
time to leave it sufficiently vague to allow me to 
approach it from any standpoint that I liked. He 
knows that for some time past I have been greatly 
interested in gastric surgery, and I naturally fell in 
with his suggestion at once. Thanks to my col¬ 
leagues at the London Hospital and elsewhere, I 
have had a large number of cases of all kinds of 
gastric ailments under my care; and it seemed to 
me that the most interesting way in which I could 
deal with the subject would be to give you my 
own ideas, as a surgeon, as to when a surgeon 
should be called into consultation, and to leave it 
to you, who can look at it in a more impartial way 
than I can, and who have far greater opportunities 
for following out the life history of these cases than 
I have, to criticise my suggestions. 

So far as cancer of the stomach is concerned I 
do not expect any great discrepancy of opinion. 
Every one is agreed that the only chance that a 
patient has is by the earliest and freest removal. 
Medical treatment does not offer the least hope, 
and, to give it its due, does not pretend to do so. 


* Delivered before the Midland Branch of the British 
Medical Association. 
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It merely treats the symptoms and lets the disease | 
alone. At its origin cancer of the stomach is a local | 
disease. It is often of slow growth, the colloid | 
variety particularly. It remains free for a long | 
time from metastatic deposits, which either make . 
their appearance late or not at all. It involves the 
glands in a definite order, and in its earlier stages ! 
at least, unless it involves the cardiac orifice, it is 
easily accessible. The stomach, moreover, from 
the strength of its walls, stands suturing singularly 
well. Shock, unless the patient is exhausted by | 
advanced disease and prolonged starvation, need I 
never give rise to anxiety. Peritonitis is a thing of | 
the past. Primary union with reasonable restora¬ 
tion of function is the rule. Everything is to be 
gained by early removal, physicians and surgeons i 
alike are agreed, and yet I have no hesitation in ' 
saying that in not one in twenty of the cases in which | 
I have been called into consultation has removal i 
been, I will not say possible, but, if I may coin 1 
such a word, thinkable. Either the patient was in | 
a hopeless state, or the disease was far too much | 
advanced, or both. And I am not alone in my j 
experience. ' 

The difficulty, of course, is early diagnosis. But 
it is a very singular fact, and a fact that gives cause 
for thought, that the proportion of cases operated 
upon in the North of England appears to be much 
larger than it is in the South, and I see no reason 
for thinking that it is the fault of the surgeon in the 
South. For any ailment of this kind patients 
consult physicians. Physicians very rarely give 
any serious consideration to the question of opera¬ 
tion until they have made quite certain of the 
diagnosis. By the time they have attained certainty 
it is too late. The golden opportunity is gone and 
the patient’s case is hopeless. The surgeon has no 
chance nor has the patient. 

How is the diagnosis to be made ? Given a 
suspected case, a middle-aged patient whose diges¬ 
tion- has begun to fail, who has lately acquired a 
distaste for food, who has more or less constantly 
an uneasy sensation barely amounting to pain in 
the epigastrium, whose health is not what it used i 
to be, and who does not improve as he ought to do 
when treated rationally in the ordinary way, what ! 
is to be done ? So far as I know, the only thing | 
to be done is to look and see, and I have no hesita- J 
tion in saying that this should be done in every i 
case in which there is the least ground for suspect- ] 


ing the presence of cancer. Moreover it ought to 
be done at once, without delay, without waiting for 
certainty, if it is to be done at all. I say advisedly 
if it is to be done at all, because there are many 
who think that it should never be done, as it is 
useless. As matters are at present, there is a good 
deal to be said for their point of view, but I have 
great hopes of the future. 

Many, I have no doubt, will look upon this as 
far too sweeping, but I would point out that it 
is absolutely essential, if there is any ground 
whatever for suspicion, that the diagnosis should 
be made at once, and that in the present state of 
our knowledge there is no alternative method upon 
which the least reliance can be placed. Test meals, 
of course, suggest themselves to every one. They 
are objectionable to private patients, it is true, 
though not nearly so objectionable as an explora¬ 
tory operation. But the real objection to them is 
that when the result of a test meal is positive the 
disease is as a rule too far advanced for a surgeon 
to think of removing it, and when it is negative it 
is useless. If, for example, cancer of the stomach 
originates from an old chronic ulcer, as it does in a 
large proportion of instances, free hydrochloric 
acid may be present in abundance until the end, and, 
of course, lactic acid and the Oppler Boas bacillus 
are absent. On the other hand, absence of free 
hydrochloric acid is no evidence of cancer of the 
stomach. It is very often absent in other affections 
of the stomach and in cancer of other organs. 
Test meals are very successful when the diagnosis 
is already clear from other evidence, and they fail 
in the very cases in which help is really wanted. 

But if this is true of test-meals, what is to be 
said of the other methods which are advocated, 
such as illumination of the stomach with a gastro- 
scope; estimation of the leucocytosis during the 
process of digestion ; testing the absorptive power 
of the stomach by giving the patient a substance, 
such as iodide of potash, which ought to make its 
appearance in the excreta within the space of a 
certain number of minutes; radiography after the 
ingestion of bismuth, whether free or enclosed in 
an albuminous envelope calculated to dissolve 
within a specified time ; washing out the stomach 
and examining the dibris under the microscope 
for cancer cells; examining the faeces for small 
quantities of blood, and the many other ingenious 
methods that have been recommended from time 
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to time ? Given a case in which there is ground 
for suspecting cancer, would any one attach the 
least importance to a negative result from any one 
of these, or from all of them together ? Is not all 
this merely playing at making a diagnosis while in 
the meantime the only chance the patient has is 
slipping away as fast as it can ? 

There is far too great a tendency at the present 
day to rely upon what are termed exact scientific 
methods of diagnosis and to wait for them and 
overlook the patient. I am not running down 
those methods for a moment. I have the greatest 
possible respect for those who are engaged in 
such a difficult and, I am only too much afraid, un- 
remunerative line of work. Such wonderful dis¬ 
coveries have been made of late years that there is 
a reasonable hope that we shall find out more. If 
it is possible to identify the millionth part of a 
cubic centimetre of the serum of human blood, 
and if the thousandth part of a milligramme of 
a reagent such as tuberculin can produce such a 
wonderful effect upon the nutrition of the whole 
body, we may yet find some substance in the 
blood which will enable us to identify the early 
stages of internal cancer, and perhaps to treat 
it. But as matters are at present the diagnosis 
must be made at the bedside; and standing by 
a patient who is failing in health without any 
known cause, and in whom there is reasonable 
ground for suspicion that there may be cancer of 
the stomach, I am sure, not only that the best 
thing for that patient is to look and see, but that 
looking and seeing is the only means we have at 
present upon which we can place the least reliance. 

I have the strongest objection to what I have 
sometimes called “ roving commissions ” inside the 
abdomen—operations undertaken because from 
want of observation or from want of judgment due 
weight is not given to the clinical symptoms 
present; and I have consistently declined to adopt 
such a proceeding. But exploration in these 
circumstances is not a “ roving commission ” any 
more than making an incision for purposes of 
diagnosis into a doubtful tumour of the breast. It 
is part of a definitely thought out plan to clear up 
in the only way we know at present the reasonable 
suspicion of the existence of a disease which must 
be dealt with at once, if at all, and which if left 
will inevitably prove fatal within no long space of 
time. If the result is positive, it gives the patient 


I the best chance he can possibly have. If it is 
| negative, the risk is infinitesimal, and the ass ur 
ance that the result is negative is of the greatest 
value to the patient. I quite admit that in cases 
of advanced abdominal cancer laparotomy is a 
serious operation and may hurry the patient along 
the downward path ; but that is because the abdo¬ 
minal cancer is advanced and the patient’s 
strength already broken down. When there is no 
cancer or other wasting disease there ought not to 
be any risk in laparotomy, and the result is definite, 
which is what we want. 

So much for the question of early intervention 
in cases of gastric carcinoma. In non-malignant 
disease of course it is different. Ulcer of the 
stomach, for example, if left to itself does not of a 
certainty involve the death of the patient in the 
course of a few months in the way that cancer 
does; but for all that I maintain that the results 
of the present method of treatment are so dis¬ 
heartening and the results of surgical operations 
are so excellent that it is time that a radical 
change was made in the treatment of at least the 
graver cases of this affection quite as much as it is 
in that of carcinoma. 

Three years ago Dr. Bulstrode very kindly 
collected and analysed for me the statistics of all 
the cases of gastric ulcer admitted into the London 
Hospital from January. 1897, to August, 1902. 
They were just 500 in number, 98 men and 402 
women. Out of this number no less than 48 
(almost 10 per cent.) died from perforation and 
peritonitis, 13 (or 2*5 per cent.) from haemate- 
mesis, and 28 (5*5 per cent.) from other causes. 
The total number of deaths was 89, or approxi¬ 
mately 18 per cent. This, of course, is only the 
direct {portality, and does not include the deaths 
due to the various sequelae. 1 do not think it is 
generally realised that the death rate under the 
present method of treatment stands at such a high 
figure as this. 

I am quite prepared for the answer that cases of 
gastric ulcer that are admitted into hospital, and 
into the London Hospital in particular, are much 
more severe than those which occur in general 
practice, and that therefore these statistics are not 
fair. Probably the proportion of deaths is lower in 
private practice. There is a larger number of 
simple cases. But this has nothing to do with 
the matter I am considering now. No one pro- 
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poses, or ever has proposed, surgical treatment in 
these simple cases. So far as my present subject i 
is concerned, they must all be left out. I have 
only to deal with the graver cases, such as would 
be admitted into hospital, and I maintain that in 
those treated as they are at present the direct 
mortality (I say nothing about the indirect) is 
no less than 18 per cent. 

Even this, however, does not represent the 
actual death-rate of the class of case I wish to con- 1 
sider. Many of these 500 patients must be i 
ruled out, for the same reason that the simple 
cases in private practice had to be ruled out. 
They may have represented symptoms suffi¬ 
ciently serious to justify their admission into 
hospital, but certainly the whole number of them 
did not present symptoms so serious as to suggest 
the propriety of holding a surgical consultation j 
over them. What proportion of the 500 actually 
did present such gravity it is impossible to say. 

It may have been half or it may have been three I 
quarters. But whatever the number, the whole of | 
the fatal cases were included in it. If these, the | 
really grave cases of ulcer of the stomach, the t 
cases in which I suggest it is advisable to call 1 
a surgeon into consultation as early as possible, I 
are taken by themselves, and all the simple cases, 
with which surgery is not concerned in the least, 
and which surgeons do not wish to see, are left on 
one side, and an estimate made of the rate of I 
mortality, it will be found to be far higher than 
18 per cent. 

But there is another question that has to be 
taken into consideration besides the actual rate of 
mortality, and that is the condition of the survivors 
at the time of their discharge from hospital, and 
their subsequent state of health. Deducting the 
eighty-nine who died, how many of the 411 were 
cured—that is to say, left the hospital perfectly well | 
without suffering pain or inconvenience, able to eat , 
and able to work, and remained well ? Unfortu¬ 
nately, it is impossible to give an answer to this I 
question. Some idea, however, can be formed by 1 
ascertaining the number of patients admitted into | 
hospital with gastric ulcer who had already been 
treated for similar attacks and had been discharged 
as cured. This Dr. Bulstrode did for me, and he | 
found out that of the 500 no less than 210 (42 per 
cent.) had suffered in this way previously, some of 
them many times. In other words, gastric ulcer, 1 


when treated as it is at present, recurs or relapses 
in at least two fifths of the cases that are apparently 
cured. 

Bad as these figures are, they are not the worst. 
I have not taken into account what may be termed 
the late sequelae and complications of gastric ulcer. 
I have not reckoned the cases admitted for pyloric 
stenosis, hourglass contraction, gastric dilatation, 
subphrenic abscess, or perigastric adhesions. I 
have not made any allusion to the possibility of 
the development of cancer from the site of an old 
unhealed ulcer, though it is notorious that this 
follows in a large proportion of instances. Nor 
have I said anything about the effects of the 
anaemia, the chronic starvation, or the grave 
deterioration of health, so often ending in tubercle, 
that are of such common occurrence in this disease. 
But all these and many more have to be reckoned 
with in a question of this kind. Like the 18 per 
cent, of deaths and the 42 per cent, of relapses, 
they are the natural result of the present method 
of treatment. If this is to be credited with its 
successes, it must be credited with its failures too : 
and it seems to me that these are so numerous and 
so serious that we are not only justified in trying 
whether some other method of treatment would 
not give better results, but that in the interests of 
our patients it is plainly and simply our duty to 
do so. 

The surgical treatment of gastric ulcer is still in 
its infancy. Its earliest cases are so recent, and 
the opportunities that it has had of showing what 
it can do in suitable cases are so few (for, like all 
new methods, at first it was only employed in cases 
that had been already rendered hopeless), that in 
all probability the next few years will show an 
enormous amount of improvement. Judging, 
however, from my own experience of it and of the 
results it gives, I have no hesitation in saying that 
if only a proper selection is made, and patients are 
operated upon before their condition has become 
desperate, many lives that are now sacrificed would 
be saved and an enormous amount of pain and 
suffering prevented. 

In discussing a question of this kind it is con¬ 
venient to consider cases of acute and chronic 
ulceration of the stomach separately. I do not 
think any hard and fast line can be drawn between 
them, but clinically they form two fairly well defined 
classes. In the former perforation and haemorrhage 
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are the immediate danger. In the latter there are 
in addition to these all the troubles that arise from 
the persistence of an open sore that is always being 
irritated, and the production of steadily contracting 
cicatrices. 

Perforation in the case of an acute ulcer needs 
little or no comment. It is admitted universally 
that it demands immediate operation and that the 
degree of success depends upon the period of time 
that has been allowed to elapse. But because of 
this very fact, because of the extreme importance 
of the time period, I maintain that perforation, 
even if it is only threatened and has not yet actually 
taken place, demands operation with no less degree 
of urgency. I admit the difficulty of diagnosing it. 
In many cases it cannot be done. Perforation is 
sometimes almost the first indication of the presence 
of an ulcer; but there are two signs which in a case 
of suspected ulcer of the stomach seem to me to be 
of very great significance. One of these is the 
persistence of deep-seated tenderness localised in 
one small spot (superficial tenderness is of quite 
different significance); the other is the frequent 
presence of minute, even of microscopic, quanti¬ 
ties of blood in the faeces or vomit. The first of 
these points to something that is causing persistent 
irritation of one spot on the parietal peritoneum, 
the second to ulceration that is steadily progressing. 
When these two occur together, and when they do 
not yield, and yield rapidly, to a course of medical 
treatment carried out thoroughly and consistently, 
I am convinced there is l£ss danger in exploration 
than in leaving the patient alone. 

Haemorrhage, when it occurs in what is commonly 
called acute ulcer of the stomach, is a more difficult 
question. In many cases there is no real ulcer at 
all. The blood simply oozes out from one or from 
many points on the surface of the mucous mem¬ 
brane, and the bleeding is due to a morbid condi¬ 
tion of the blood or blood-vessels rather than to 
any actual perforation. Moreover, this form of 
haemorrhage rarely proves fatal. The rate of 
mortality is not over 3 per cent., and may be less. 
I have heard several physicians state that they 
have never had a fatal case. But whether it is 
that at the London Hospital we have had of late 
years one of those singular series of cases which 
occur from time to time, or whether the condition 
of the patients who come to the London Hospital 
for this complaint is more grave than that of those 


1 


who are treated elsewhere, I cannot say; but our 
experience is that it does prove fatal in approxi¬ 
mately 3 per cent.; and I still hold to the view which 
I have already expressed many times, that if the 
haemorrhage continues in spite of rigid abstinence, 
and if the patient becomes restless, throwing the 
arms about and manifesting other signs of rapid loss 
of blood, it is wiser to operate and transfuse than to 
leave the patient alone. I admit that it may not 
be possible to find an ulcer, and that there may be 
merely general oozing, but in every case of my own 
in which this has occurred, and in every one of 
which I have been able to find a published record, 
the haemorrhage has been arrested without the 
least difficulty as soon as the stomach has been 
opened and the mucous membrane exposed to the 
air. In one or two it has stopped spontaneously. 
In proof that these cases do not always terminate 
so successfully when left to themselves, I may 
mention that in three in which I declined to 
operate owing to the condition of the patient being 
already almost hopeless, death took place within 
the course of a few hours. That the haemorrhage 
sometimes returns later is no argument against 
operation. The operation is intended to stop the 
bleeding at the time, and does so. It does not 
pretend to cure the morbid condition of the blood 
which gives rise to the bleeding, and cannot be 
blamed if it does not. 

In chronic ulcer of the stomach the question of 
the advisability of surgical intervention is a little 
different, but it is much easier to answer. If it is 
thought that there is a possibility of perforation, 
operation should on no account be delayed. Asa rule 
there is better and longer warning in chronic than in 
acute cases. The pain is more defined and there is 
greater opportunity for examining the faeces and the 
vomit for minute quantities of blood. Haemorrhage, 
unless it is of such trivial and infrequent character 
that it can be said to be accidental, is of itself a 
sufficient indication. The possibility of its occur¬ 
ring again destroys all the pleasure in living. Even 
if it is not sufficiently serious to be immediately 
dangerous to life, it drains away the patient’s strength 
(especially if it is followed, as it usually is, by a 
period of enforced starvation), and renders him an 
easy prey to other diseases. And it is far more fre¬ 
quently directly fatal in cases of chronic ulcer than 
it is in those of acute. Some time ago Dr. Cecil 
Wall very kindly collected for me the statistics of 
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all the cases of haematemesis occurring in chronic 
ulcer* of the stomach that were admitted into the 
London Hospital during the five years 1895 to 1899 
inclusive. They were eighty-eight in all, with eight 
deaths, so that the direct mortality from this cause 
alone was 9 per cent., at least three times as great 
as it is in acute ulcer. In many instances an 
artery, often of considerable size, had been eaten 
into by the ulceration, and its cavity was exposed 
on the floor of the ulcer. Closure in such cases is 
almost impossible. The artery cannot contract 
because of the dense cicatricial tissue in which it 
lies, and any thrombus that forms is either displaced 
by the movements of the stomach or else dissolved 
by the action of the gastric juice. But putting 
both of these upon one side, leaving the threatened 
perforation and haemorrhage entirely out of the 
question, I have no hesitation in saying that every 
case of chronic ulcer of the stomach in which the 
symptoms persist in spite of a thorough course of 
medical treatment, or in which they return as soon 
as the patient begins to lead again a natural life, 
should be operated upon on that ground alone, 
because the thorough course of medical treatment 
has failed to cure it. I should let this be as 
thorough as possible. If it requires three or even 
four months to carry it out properly I should give 
them. But if it has been carried out properly and 
it has failed I should wait no longer. What is to 
be gained by waiting and trying again ? If the 
treatment did not succeed when the ulcer was 
comparatively small and recent, is it likely to 
succeed when it is older and larger, with thickened 
and indurated wails and base? The results of 
this fruitless repetition may be seen in our museums, 
every one of which contains numbers of specimens 
of stomachs, hopelessly distorted by cicatrisation, 
with ulcers eating into the liver or the pancreas, 
representing years of suffering and chronic misery, 
ail of which might have been saved by timely 
operation. 

That timely operation can really effect a cure, if 
the disease is not too far advanced already, with¬ 
out exposing the patient to any undue risk, is being 
proved every day. Excision of the ulcer, leaving 
a thin, narrow cicatrix, is the ideal method, but 
this is not often practicable owing to the situation 
of the ulcer, or its size, or the fact that there is 
more than one. If this cannot be done some form 
of gasto-enterostomy that is suited to the condition 


found when the stomach is exposed will nearly 
always succeed. The mortality of this operation 
when performed for chronic ulceration is very low, 
not more than 1 per cent. (In malignant disease, 
or when the patient has lost so much blood from 
previous haemorrhage that an operation is per¬ 
formed as a last resource, of course it is different.) 
Since adopting the method I always follow now 
I have never met with what is called a vicious 


circle, and so far as I know no case of mine has 
ever suffered from a peptic ulcer in the anasto¬ 
mosing loop. I have never known a case of con¬ 
traction of the artificial opening. On the other 
hand, I have seen the post mortem of a case in 
which the operation was performed twelve years 
ago, in which the opening was still perfectly free. 
And I have known many instances in which great 
masses of chronic inflammatory induration around 
the base of an ulcer have disappeared completely, 
justifying the inference that the ulcer had healed. 
In one case I was convinced, and so was the 


physician who was present at the time, that such a 


mass must be cancerous; but as that was four 
years ago, and the lump cannot be felt, and the 
patient is well and strong, much stouter than he 
was, there can be no doubt that we were mistaken. 

Gastro-enterostomy acts mechanically and suc¬ 
ceeds best where the difficulty is a mechanical 
one. It is, for example, of little or no use in 
hysterical or cerebral vomiting, where there is 
neither obstruction at the outlet nor atony of the 
walls. But where there is a chronic ulcer, or the 
scar left by one, and the symptoms obstinately 
persist, a properly planned operation can be relied 
upon to cure the patient with the very minimum 
of risk. 

What effect gastro-enterostomy will have upon 
the development of cancer of the stomach is a 
very interesting question, but one which is not as 
yet ripe for discussion. It is notorious that 
cancer is especially prone to develop in old irri¬ 
tated ulcers. There is a growing impression that 
this is almost always its origin in the stomach. 
Post-mortem records of course do not show this. 
By the time a patient has died from cancer of the 
stomach all trace of any antecedent ulcer has long 
since disappeared. It can only be ascertained 
incidentally by surgeons in the course of operations 
upon the stomach. But all probability is in its 
favour, and the evidence is accumulating fast. If 
gastro-enterostomy is performed sufficiently early, 
so that the ulcers can cicatrise and close up, there 
is at least ground for hope that the subsequent 
development of cancer may become less frequent. 
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A CLINICAL LECTURE 

ON 

IRIDOCYCLITIS. 1 

Delivered at University College Hospital. 

By J. HERBERT PARSONS, B.S., D.Sc., F.R.C.S., 
Assistant Ophthalmic Surgeon to the Hospital; Assistant 
Surgeon, Royal London (Moorfields) Ophthalmic 
Hospital; Ophthalmic Surgeon, Hospital for 

Sick Children, Great Ormond Street. j 

I 

- I 

Gentlemen, —No disease of the eyes is so protean j 
in its manifestation as irido-cyclitis. Several 
varieties of the disorder having occurred recently 1 
in my clinic, I propose to demonstrate the cases to j 
you, and explain as far as possible their origin and j 
the pathological basis of their objective signs. 

In order that you may understand the significance 
of the pathological conditions which occur in the 
ciliary body it is necessary to know its physiological ! 
functions, for it must ever be borne in mind that ; 
pathology is nothing but morbid or disordered I 
physiology. If we consider any organ of the body, 
a muscle for example, we know that the tissue 
spaces are filled with fluid which is exuded from 
the capillaries. From the admirable experiments 
which have been conducted by our Professor of 
Physiology, we know that the process of exudation 
depends largely, if not entirely, upon the difference j 
of pressure which exists between the tissue spaces I 
and the interior of the capillaries ; in other words, ! 
the process is essentially one of filtration. The | 
exuded fluid is called “lymph,” and in most of the j 
organs of the body the lymph exerts a pressure , 
upon the wails of the spaces which is only slightly ! 
above the atmospheric pressure. The chief func¬ 
tion of the lymph is to nourish the tissues— i. e. to 
supply the required pabulum and to remove the 
effete products of metabolism. 

The condition which exists in the eye is funda¬ 
mentally the same as in other organs, but the | 
specific differentiation of the eye as the organ of 
sight necessitates some modifications. So far as 
the vascular structures of the eye are concerned 
their nourishment is carried out in almost identi¬ 
cally the same manner. In order, however, that 
the eye may be an efficient optical instrument the 
cornea must be kept stretched and at a constant 
curvature. This is effected by increasing the 
pressure of the lymph inside the eye considerably 


above the ordinary tissue tension, normally about 
25 mm. of mercury above atmospheric pressure. 
The ciliary processes are the structures which are 
specially differentiated for the purpose of supplying 
the eye with lymph under these conditions. Their 
position is indicated in the accompanying diagram. 

It will be remembered that the ciliary processes 
are bunches of blood-vessels not unlike the 
glomeruli of the kidney, admirably adapted for the 
supply of lymph by filtration. They are covered 
on the inner surface by the continuation forwards 
of the retina, which is here reduced to two layers 
of epithelium, of which the inner cubical cells are 
unpigmented, whilst the outer flat cells are deeply 
pigmented. This double layer of epithelium is 
continued forwards on to the back of the iris as far 
as the pupillary margin, where it represents the 



edge of the secondary optic vesical. Both layers 
of epithelium are pigmented in the iridic portion. 

The altered conditions of secretion of lymph in 
the eye as compared with what obtains in other 
parts of the body leads to a difference of constitu¬ 
tion. In the eye the pressure on the negative side 
of the capillary wall, i. e. inside the eye, is, as has 
already been mentioned, considerably higher than 
in other tissues. Filtration occurs with greater 
difficulty under these conditions : the constituents 
of the blood-plasma which have large molecules are 
dammed back and prevented from entering the eye. 
Hence we find that the lymph of the eye is very 
poor in albuminous constituents; it is essentially a 
saline fluid, containing only about 0*045 P er cent, 
of proteid. Notwithstanding this fact it suffices to 
nourish the non-vascular structures of the eye, and 
these are relatively very bulky, including the vitreous 
humour and the lens. The lymph permeates the 
vitreous and lens, also filling the posterior and 
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anterior chambers, which are great lymph-spaces. 
In the latter situation the lymph is usually called 
the “aqueous humour.” 

It has been pointed out that the intra-ocular 
tension is kept at its high level by the secretion of 
lymph. So far as this function is concerned it 
would suffice for the fluid to be secreted once, and 
then to remain stagnant at the constant volume. 
This would be fatal, however, to the nutrition of 
the eye; the pabulum would soon be exhausted, 
effete materials would rapidly accumulate, and the 
tissues would be poisoned by the products of their 
own metabolism. It is therefore necessary that the 
lymph should be continually changed. Under 
normal circumstances it drains away out of the eye 
exactly as fast as it is secreted : by this means the 
volume is kept constant, thus keeping the tension 
constant also, whilst the requirements of nutrition 
are fulfilled. 

The ciliary body, then, secretes the lymph which 
nourishes the vitreous and the lens. A small 
portion, about one fiftieth of the whole, passes 
backwards and escapes from the eye by the peri¬ 
vascular spaces around the central retinal vessels. 
The major part passes forwards through the pupil 
into the anterior chamber, from which it escapes at 
the angle through the canal of Schlemm. 

In considering the effects of inflammation upon 
the ciliary body its anatomical relations are as 
important as its physiological. It is the intermediate 
segment of the most vascular coat of the eye, the 
anterior segment being the iris, the posterior the 
choroid. This anatomical continuity manifests 
itself in a marked degree in pathological circum¬ 
stances. There are conditions in which the whole 
uveal tract becomes inflamed, commonly designated 
by the uncouth term uveitis , which, however, has 
the merit of emphasising the essential unity of the 
three segments of the vascular coat. Iritis is 
frequently accompanied by cyclitis, hence the term 
irido-cyclitis : it is probable, indeed, that iritis never 
occurs without some disturbance of the ciliary body. 
There is evidence to show that a low grade of 
cyclitis frequently accompanies choroiditis, but 
since the ciliary body occupies a position which 
prevents direct inspection, these minor disorders 
are very liable to be overlooked. 

The cardinal signs of inflammation of the ciliary 
body are precipitates upon the back of the cornea, 
circumcorneal “ciliary ” injection, abnormally deep 
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anterior chamber, moderately increased intra-ocular 
tension, and opacities in the vitreous. These signs 
are not always present together in the same case, 
and it is this fact which gives cyclitis its protean 
character. Thus, the ciliary injection may be 
absent, and is often so slight as to escape any but 
the most careful inspection. It is in those cases 
in which it is most evident that the eyeball becomes 
tender and painful to the touch. 

The precipitates on the back of the cornea are 
minute, round, greyish or brownish dots, situated 
particularly on the lower part of the cornea. They 
are sometimes arranged in the typical triangular 
area, base downwards, which is so familiar from 
the text-book descriptions. More commonly they 
are arranged less regularly. They are generally 
known in England as “ k. p. ” because they were 
originally called keratitis punctata. This name is 
based upon a false pathology, for in most cases 
there is no inflammation of the cornea, and in no 
case are they due to any such inflammation. The 
term “ k. p.,” however, is too firmly rooted in our 
terminology to be displaced; if it is translated as 
j “ keratic precipitates,” meaning thereby precipitates 
1 upon the back of the cornea (and not horny 
precipitates) the designation will be in accord 
with our revised knowledge of the true pathology. 
For these precipitates are aggregations of leuco¬ 
cytes which have become extruded from the 
inflamed ciliary vessels and have been carried 
forwards by the lymph-stream and deposited upon 
the back of the cornea. Sometimes neighbouring 
heaps of leucocytes fuse and form masses with 
irregular contours. This occurs principally in cases 
of long standing, in which also the leucocytes 
undergo hyaline degeneration; they then look 
bluish, somewhat like mutton-fat, hence the term 
“mutton-fat k. p.” Occasionally the leucocytes 
stick to the anterior capsule of the lens (cf. 
Case E. S—, infra). 

The intra-ocular tension is slightly increased in 
cyclitis, occasionally very considerably increased. 
This is due to the change in constitution of the 
lymph. The inflamed ciliary vessels are more 
permeable than normal, so that blood-plasma 
ceases to be filtered almost free from its albuminous 
constituents. When this altered lymph reaches 
! the angle of the anterior chamber it has to pass 
through another endothelial membrane before it 
joins the blood in the venous plexus which is 
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known as the canal of Schlemm. The endothelium 
here is not inflamed, so that the albuminous fluid 
has great difficulty in passing out of the eye. The 
excretion of lymph is, therefore, impeded, whilst 
the production remains unchanged, or more com¬ 
monly even increased. Hence the intra-ocular 
tension rises. The increased depth of the anterior 
chamber is nearly associated with this defective 
excretion, though the exact mechanism is at present 
inadequately explained. 

The vitreous opacities are similar in origin to 
the keratic precipitates. Owing to the increased 
permeability of the capillaries of the ciliary body 
albuminous coagula form in the vitreous. They 
may be extremely fine and dust-like, so that they 
are seen only with great difficulty, or they may 
be large and very readily observed. In both cases 
vision is likely to suffer severely. If the inflamma¬ 
tion is great the opacities not only contain proteid 
coagula but also leucocytes. In “ plastic cyclitis ” 
the deposits become organised into fibrous tissue, 
but I do not propose to deal with this form of 
cyclitis now. 

We have seen that inflammation of the ciliary- 
body leads to serious derangement of the processes 
of lymph production and excretion in the eye, one of 
the results being increase in the intra-ocular tension. 
The second great function of the lymph is also 
deranged, so that the nutrition of the ocular 
structures suffers. The vitreous and the lens are 
entirely dependent for their nutrition upon the 
lymph. The vitreous is normally a jelly-like J 
substance ; under the altered conditions it becomes j 
quite fluid. Hence the opacities in the vitreous, I 
instead of remaining fixed, float about with every I 
movement of the eye. When this is observed I 
clinically we know that there is some serious | 
derangement in the nutrition of the vitreous. You | 
are aware that vitreous opacities are often seen in 
apparently simple choroiditis, without any other 
evidence of the presence of cyclitis. It is possible 
that they may occur from choroiditis alone, but it 
is far more probable that in all these cases 
-especially as it is usually found when the vitreous | 
is also fluid—the ciliary body is implicated. This | 
is the more likely when the anatomical relationships 
considered already are taken into account. 

When the nutrition of the lens suffers it tends to 
become opaque. Such opacities in th^ lens are 
called “ complicated cataracts.” They usually com¬ 


mence in the posterior part of the cortex and 
constitute one form of so-called posterior polar 
cataract; they are more accurately and less am¬ 
biguously described as “posterior cortical cataracts.” 
The opacity usually spreads through the lens 
cortex, creeping round the equator of the nucleus 
until finally the anterior cortex is also involved. 
Such opacities in the lens, of course, cause most 
serious deterioration of vision. 

Occasionally—fortunately not very frequently— 
the increase in tension in cyclitis may be very great, 
and may resist all methods of treatment devised for 
its reduction. The long-continued high tension 
then leads to all the disastrous results met with 
in the ordinary forms of glaucoma. The field of 
vision becomes constricted, first most markedly on 
the nasal side, and the optic disc becomes cupped. 
An iridectomy may be performed for the relief 
of the condition, but the prognosis is less favour¬ 
able than in ordinary glaucoma. 

Most cases of simple irido-cyclitis are very insi¬ 
dious, and the symptoms and physical signs are 
minimal. Considerable diminution of vision with¬ 
out obvious cause should always excite apprehen¬ 
sion, and the cornea should be most thoroughly 
explored by oblique illumination with magnification 
with the loupe, as well as by the direct method 
with a strong convex lens. A few spots of k. p. 
are decisive proof of cyclitis and may be the sole 
physical sign. 

This is the case in the young woman M. C—, 
aet. 22 years. She came to the out-patient depart¬ 
ment on September 3rd, 1906, complaining of 
misty vision, first noticed three months previously. 
Her vision was : R. and L. no manifest hyper- 
metropia, Jaeger 1 with difficulty. Her pupils re¬ 
acted well to light both directly and consensually, 
and on convergence. The lower part of each 
cornea was dotted over with rather large spots of 
k. p. ; the media were clear and the fundus normal. 
The family history was good — father and mother 
healthy, eleven brothers and sisters quite healthy. 
There was no evidence of congenital or acquired 
syphilis; the menses were regular ; the teeth were 
fairly good ; the patient was instructed to have 
some decayed teeth attended to, and this was done 
by the dental surgeon to the hospital. Atropin 
ointment, 1 per cent., was ordered to be placed in 
each eye three times a day, and dark glasses 
were prescribed. A mixture containing potassium 
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iodide, grs. 5, and pills containing quinine, calomel, 
and extract of belladonna were ordered, three times 
a day. At the second visit her refraction was | 
estimated by retinoscopy, and found to be + 1*5 
D. in each eye. On October 4th her vision under 
atropin, with correction, was: R. |, L. T ° F badly. 
She is still under treatment. 

Cases bridging the gulf between simple and 
plastic irido-cyclitis are met with ; they are usually 
more acute than the simple form and the iritis is a 
more prominent factor. Thus, in a girl pow under 
my care at Moorfields there is acute irido-cyclitis 
in one eye only, with a posterior synechia down 
and in, the back of the cornea being studded with 
spots of k. p. 

Keratic precipitates are sometimes accompanied 
by dense vitreous opacities. This is so in K. M—, 
jet. 30 years, who came to the hospital on Novem¬ 
ber 20th, 1905. Her eyes had been misty for one 
year; her vision was then : R. and L. ®, no mani. 
fest hypermetropia, Jaeger 4 (doubtful). The 
pupils reacted normally ; at this time there was 
no k. p. There were dense vitreous opacities in 
both eyes, the vitreous being fluid. The fundus 
could be seen only indistinctly, but no patches of 
choroiditis could be made out. It is, of course, 
extremely important to eliminate choroiditis in 
such cases. That the essential factor in this case 
was cyclitis is shown by the subsequent appearance 
of spots of k. p.; especially in the left eye; the 
lower part of the left cornea is now studded with 
spots of pigmented k. p. The woman is married 
and has four children ; she has had no miscarriages. 

I have seen one of the children ; he has no definite 
signs of congenital syphilis. The mother has been 
subject to sore throats, but does not remember 
having a rash. I think, however, that the case is 
probably one of syphilis. The patient was put on 
the usual treatment ( vide supra); the iodide was 
gradually increased until she was taking grs. 12 
three times a day ; no improvement was recorded. 
She was admitted as an in-patient on April 25th, 
1906. Mercury inunctions were given and she 
had several injections of pilocarpin, the iodide 
being continued. She improved slightly during 
this treatment, and was transferred to the out¬ 
patient department on May 12th. Since leaving 
the ward her condition has deteriorated, and her 
vision is now less than The vitreous opacities 
are more dense ; I attribute this largely to the fact 
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that she is now six months pregnant. Little 
improvement is to be anticipated until some time 
after her child is born. 

In this case k. p. developed whilst under obser¬ 
vation. It may, however, be absent throughout the 
course of the disease. In such cases it is very 
important to be sure that there is no choroiditis 
In A. M—, set. 27 years, who came to the 
Hospital on February 12th, 1906, the history was 
that she got “ wet through ” one day about six 
months previously. The right eye became red 
and misty the next day, and was very inflamed 
three days later. She had pain in the head, but 
not much pain in the eye. She had always had 
good health. She is married, has one girl set. 3 
years and 6 months, who is quite healthy; no 
miscarriages. A second child died of “ haemor¬ 
rhage ” ten hours after birth. She has had sore 
throats, no rash. At the first visit the right eye 
was under the influence of a mydriatic. Vision : 
R. f, L. £, no manifest hypermetropia in either 
There are several large floating opacities in the 
right eye, fine vitreous opacities in the left. She 
was put on the usual treatment. In August she 
complained of specks in front of the left eye. In 
spite of prolonged treatment her condition has 
remained both subjectively and objectively in 
statu quo ante. In this case it was quite easy to 
eliminate choroiditis as far as the ophthalmoscopic 
field of vision is concerned. It must be borne in 
mind that it is possible to have spots of choroiditis 
anterior to the region which can be examined 
ophthalmoscopically. 

The more serious complication of cataract is 
exemplified in the case of E. S—, aet. 32 years, 
who came to me on February 8th, 1906. Her 
sight had been gradually and almost imperceptibly 
failing for a year or two. She was under the 
influence of a mydriatic. Her vision was / 4 in 
each eye, not improved with glasses. There were a 
very few minute spots of k. p., only visible on care¬ 
ful examination. The vitreous in each eye was full 
of fine floating opacities. A hazy opacity could 
be seen in the posterior cortex of the lens, not 
very definite as to situation on account of the poor 
reflex from the fundus. On the anterior capsule 
of the lens in each eye was a star-shaped figure 
composed of radiating dots of translucent bluish 
colour. It is impossible to be certain that these 
spots were on the capsule; they may have been 


Digitized by 


Google 



DR. NORMAN MEACHEN. 


The Clinical Journal. ] 


[Nov. 14,1906. 75 


just below the surface, and therefore inside the 
lens. From the appearance, however, they are 
almost certain to have been of the nature of i 
“ mutton-fat k. p.,” though, as mentioned above, j 
these precipitates only rarely stick to the lens 
capsule, probably because this membrane is not 
covered with endothelium. The patient was put 
on the usual treatment, the dose of iodide being 
gradually increased. No improvement was noticed ; 
indeed, although the vision remained the same, the 
opacity gradually spread throughout the cortex of 
the lens, so that the fundus gave only the faintest 
red reflex. She was admitted an in-patient on 
July 14th, and remained in the hospital for two 
months. During this period she had very drastic 
treatment with pilocarpin injections in addition to 
mercury inunctions, iodide by the mouth, and ! 
local treatment with atropin. Some atropin irrita- j 
tion occurring, this drug was replaced by hyoscin. 
The pilocarpin was injected daily for ten days, 
profuse diaphoresis occurring after each injection. 
The injections were then stopped for ten days, and 
again repeated in similar series. The treatment 
caused considerable anaemia and some debility, 
but the improvement in the condition of the lenses 
was marked. The improvement in the vision was, 
however, comparatively slight, her vision being 
now T °g in each eye. She is still under treatment. 
Operative procedures for the cataract are contra¬ 
indicated in cases of this type, except as a last 
resource when vision is almost gone, since the 
prognosis is always grave. 

The cause of chronic simple irido-cyclitis is 
obscure. There can be no doubt that it is essen¬ 
tially a toxaemia. In a considerable number of 
cases the syphilitic poison is responsible, but many 
cases occur in which this cause is in the highest 
degree improbable. In such cases some source of 
septic infection can sometimes be discovered. 
Pyorrhoea alveolaris is found with sufficient fre¬ 
quency to make it imperative to examine the teeth 
carefully in every instance. The astiological rela¬ 
tionship of this complaint is shown by the rapid 
recovery of some cases of irido-cyclitis when the 
decayed stumps have been removed and the mouth 1 
is again healthy. Sometimes the nasal passages or 1 
sinuses are the seat of septic mischief. More , 
commonly the generative organs are at fault, and j 


defect. The eye may finally become soft and 
tender, gradually shrinking (Phthisis bulbi), but 
this usually occurs only after several years in 
simple cases. 

The treatment of chronic irido-cyclitis has been 
touched upon in relating the illustrative cases. 
During acute phases energetic local treatment with 
atropin, hot bathings, and if necessary leeches, is 
indicated. The patient should be kept in bed and 
submitted to mercurial inunctions or baths, which 
often do good in cases in which there is no evidence 
of syphilis. Diaphoresis by vapour baths and 
hypodermic injections of pilocarpin may be tried 
in intractable cases—and these, unfortunately, are 
the majority. 

During the intervals between exacerbations the 
pupils should be kept moderately dilated with weak 
atropin (0*5 per cent.). Neutral tinted glasses 
should be ordered if the light is bright. The 
patient should have plenty of fresh air, good diet, 
and tonics. Above all, any source of septic infec¬ 
tion must be eradicated. 

November \ 2 th , 1906. 


A CLINICAL LECTURE 

ON 

METHODS OF DIAGNOSIS IN 
SKIN DISEASES. 

By G. NORMAN MEACHEN, M.D., B.S.Lond., 
M.R.C.P.Lond. &Edin., 

Physician for Skin Diseases, Tottenham Hospital; Lecturer 
in Dermatology, North-East London Post-Graduate 
College; Assistant in the Skin Department, West 
London Hospital. 

As in other departments of medicine, so in derma¬ 
tology, the mere giving of a name to a disease has 
been regarded of such importance that when this 
has been done with greater or less accuracy the 
obligations of the physician are said to be fulfilled. 
In a sense, of course, this is true, for without a 
correct diagnosis successful treatment must be 
impossible. Unfortunately, however, the name of 


the frequency of uterine disorders probably accounts 
largely for the greater prevalence of cyclitis amongst 
women. In many oases no source of sepsis can be 
discovered; it is possible that the cause will be 
demonstrated in a specific cytotoxic action, though 
specific cyclotoxins have not yet been demon¬ 
strated. 

Very frequently the chronic course of the disease 
is interrupted by acute exacerbations. During 
these phases the vision is greatly impaired, but 
recovers somewhat during the intervals. Each 
recurrent attack leaves more and more permanent 


a skin disease is often far from being a faithful 
word-picture of the clinical appearances and morbid 
processes of which it is the expression. As Professor 
Clifford Allbutt has recently pointed out, the name 
of a thing fails utterly to conjure up in all cases a 
clear conception of the thing itself, and we have 
not far to turn in order to prove the truth of this 
assertion. Take, for instance, the term “ eczema. ” 
What does it actually signify to our minds? Will 
not our conception of the disease be largely 
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influenced by the recollection of its most common 
clinical phenomena, such as weeping, crusting, 
irritation, etc. ? The same name is applied to a 
great variety of morbid processes and also to very 
different clinical types of what is supposed to be 
the same disease—the “ eczema complaint ” as we 
might call it. 

It is this impossibility, I think, of expressing the 
various phases or types of a cutaneous affection by 
separate names that is partly responsible for the 
undoubted confusion that has existed for some 
time past and which, to some extent, is still present 
in connection with the nomenclature of skin dis¬ 
eases. Be this as it may, the fact remains 
that it is by no means an easy matter to 
give a skin disease a name, for who is to settle 
the basis upon which we may work ? Is the term 
finally selected to be descriptive of a morbid 
process, such as ulerythema centrifugum, or of 
the clinical appearances, as in the equivalent 
lupus erythematosus ? There is much to be 
said in favour of both these terms, and as long as 
pathologists vie with physicians in naming diseases, 
each according to his own particular standpoint, 
so shall we be compelled to associate at least two 
names with a given cutaneous affection. A multi¬ 
plicity of terms is always to be regretted, but some 
comfort may be derived from the fact that there 
are frequently occasions when it is desirable to 
conceal from the patient the ordinary or, shall 
I say, the popular name of a disease. The 
mere mention of the term “ lupus ” will scare some 
people terribly, even with the adjective “ erythema¬ 
tous ” in front of it, so that it is better to use 
Unna’s most expressive equivalent of ulerythema 
centrifugum before the patient. 

However, the diagnosis must be made, name or 
no name, and that with the least amount of diffi¬ 
culty. It is necessary to state here that the greatest 
familiarity with cutaneous disorders is not, and can 
never be, a passport to mere rapidity. A “lightning 
diagnosis,’’ even if it comes off, is, of course, most 
impressive, but it is more dangerous, perhaps, in 
dermatology than in any other branch of medicine 
for the simple reason that the character of the 
disease may vary so much in different parts of the 
body. One’s first impressions of a skin disease are 
by no means always correct, for a given eruption 
may resemble eczema in one part and psoriasis in 
another. 


It is just this principle of imitation or resemblance 
exhibited by cutaneous disorders, and especially 
by syphilis, which proves such a stumbling-block 
in the way of diagnosis, so that it is a small 
wonder that a casual observer should go away from 
a skin clinic somewhat disheartened and with the 
irresistible impression that “ they all look so much 
alike.” 


Essential Factors of Diagnosis. 


There are a good many factors to be taken into 
consideration in arriving at a diagnosis of a skin 
complaint, of which the following axe the most 
important : 

(1) The character of the prevailing lesion .—I 
need hardly remind you of the elementary lesions 
of the skin; among the primary we have the 
I macule, the papule, the nodule, the vesicle, the 
bulla, and the wheal; among the secondary or con¬ 
sequential we have the scab, the pustule, the scale, 
the scratch-mark, the fissure, the ulcer, and the 
scar. Some diseases preserve the original type of 
lesion throughout almost their entire course, such 
as lichen planus, which is essentially a papular 
1 affection only merging into macules or stains as 
healing takes place. Xanthoma diabeticorum, 
again, keeps to its nodules, plaques, or papules. 
On the other hand, we find a host of cutaneous 
! disorders in which the secondary lesions pre- 
| dominate or there is an apparently hopeless mix¬ 
ture of primary and secondary lesions. Eczema, 

1 urticaria, and pediculosis, to name three common 
! diseases, most often present more than one kind 
, of lesion; in fact, we usually speak of papular, 
crusty, fissured, or scaly eczema, indicating that 
one or other of these morbid processes is most 
conspicuous, but an eczema may have a chapped 
appearance in one part, it may be crusty in another, 
and vesicular in a third. The wheal of nettle-rash 
may not be seen at all, only the *•' sign manual ” 
of itching, as I have called it, being present, viz. 
the scratch-mark. In pediculosis of the body we 
may find papules, scratch-marks, macules, and 
pustules all mixed up together. The absolutely 
typical case of any disease offers no difficulty 
unless it should happen to be a very rare one, but 
true conformity to type—that is, the text-book type 
—is not always seen, even in the commonest skin 
disorders. Thus, it may take a good deal of heart- 
searching before we can pronounce a certain scaly 
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eruption upon the body to be psoriasis or a 
seborrhcea corporis, and there are those among us 
who consider that to try and make such a distinc¬ 
tion is merely hair-splitting. 

We can, at least, go so far as to say in a doubtful 
case “ This is mainly a papular disease,” and when 
we have said this we have only to consider what 
are the usual papular diseases. When we come to 
a case presenting many different sorts of lesions, it 
is not quite such plain sa iling. Take, for instance, 
dermatitis herpetiformis (Diihring’s disease). This 
affection is not so very uncommon, and it is most 
usually mistaken for scabies or pediculosis, unless 
the small vesicles are very prominent, when the 
term “ hydroa ” is applied. At the time of exami¬ 
nation no vesicles may be present and the herpeti- 
form grouping of the lesions may not be specially 
obvious. The diagnosis in such a case can be only 
provisional, for here is a skin 

“ With certain spots 
Multiform, manifold, and menacing.” 

I really think that Browning must have been a 
dermatologist ! At any rate, these “ three m’s ” 
are applicable in many cases of puzzling cutaneous 
disorders. 

(2) Regional distribution. —The particular areas 
of the body selected by the disease under considera¬ 
tion often afford a valuable clue as to the real 
nature of the complaint, for many eruptions are only 
found in certain parts to the practical exclusion of 
others. Lichen planus, for instance, has a predi¬ 
lection for the inner aspects of the knees, the 
fronts of the wrist and forearms, and the region of 
the shoulders ; pediculosis capitis chiefly affects the 
occipital region of the scalp ; scabies affects the 
interdigital clefts, the fronts of the wrist, the axillae, 
the umbilicus and groins, sparing the face, and so 
on. A word of caution must be uttered here 
against the popular fallacy of believing that psori¬ 
asis affects the extensor surfaces and eczema the 
flexor. In the main this statement is true, but there 
are numerous exceptions, and I have frequently seen 
psoriasis attacking the flexor aspects of the trunk 
and limbs, the extensor being altogether spared. 
Practically, it comes to this, that because a scaly 
eruption does not happen to be found upon the 
fronts of the knees and the backs of the elbows the 
diagnosis of psoriasis is not necessarily put out of 
court. Many skin diseases have their own 
pet regions, notably the sternal and interscapular, 


which are usually affected first in seborrhcea of the 
body, the “ flannel-rash ” of the older writers. 
The same areas are also attacked with pityriasis 
versicolor, though this affection spreads beyond 
these parts and has other points of distinction from 
seborrhcea. The face has its own diseases—rosacea, 
sycosis—whilst it shares the presence of acne, 
eczema, lupus, syphilis, psoriasis, and warts, not to 
mention the exanthematous eruptions, with other 
parts of the body. The hands suffer from those dis¬ 
eases due to occupation and exposure, and also to the 
exigencies of the circulation in the extremities, for 
here we meet with the numerous varieties of trade 
eczema or occupation dermatitis, cheiro-pompholyx, 
tuberculosis cutis verrucosa, warts, as well as the 
various phenomena associated with Raynaud’s dis¬ 
ease, chilblains, and gangrene. The palms are 
affected with psoriasis, syphilis, dysidrosis, and 
here we should be on the look out for early signs 
of the toxic influence of arsenic in the shape of 
keratosis. 

Symmetry of lesions is of some assistance in dia¬ 
gnosis, for a disease due to a toxin circulating in 
the blood is more likely to be symmetrical in its 
distribution than one which is simply due to a 
local inoculation or irritation. The possibility of a 
feigned eruption, or dermatitis artefacta, should be 
borne in mind in the case of an extraordinary¬ 
looking rash, unlike anything known or described, 
especially if it occur in a young woman with 
hysterical or neurotic tendencies. Such eruptions 
are usually found on parts of the body within easy 
access of the hands, but their diagnosis can seldom 
be made upon a first examination. Some affections 
may at one time be symmetrical and at another be 
limited to one side of the body, or they may first 
attack one side and then the other, which is fre¬ 
quently the case with eczema of the face and 
neck. 

(3) Certain special features. — (a) Colour as a 
factor in diagnosis has been greatly over-estimated. 
Thus it is a mistake to suppose that any eruption 
of a dark red hue is due to syphilis. Many cases 
of simple psoriasis have quite the same tint as 
a specific eruption. A coppery pigmentation is 
often seen in the neighbourhood of old ulcers 
which are merely varicose in origin. In some 
cases colour may be taken into account; for 
instance, we have the dirty brown tint of tinea 
versicolor, as compared with the rose-pink of 
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pityriasis rosea and the dull fawn tint of seborrhoea 
corporis. The early lesions of lichen planus often 
have a distinctly violaceous hue; many of the 
papules of molluscum contagiosum have a mother- 
of-pearl aspect; the crusts of impetigo contagiosa 
are of a golden-yellow, those of favus are of a dirty 
lemon-yellow; the edge of a streak or patch 
of morphcea or scleroderma is often of a delicate 
violet or pink colour, and so on. The lesions of 
purpura are, of course, sufficiently distinctive. 

(b) Odour. —The sense of smell is not often 
called into requisition in the diagnosis of a cuta¬ 
neous eruption, but there are times when it is 
helpful. The crusts of favus have a characteristic 
“ mousy ” smell, and I need not refer to the 
olfactory stimuli produced by certain cases of ulcer 
of the leg, and of those sweat-eruptions grouped 
under the name of bromidrosis. 

( c) The sense of touch is often of valuable assist¬ 
ance in determining the nature of a cutaneous 
affection, though very little is said about it in text¬ 
books. After due inspection of the lesions, the 
sensitive palmar aspects of the finger-tips should 
be passed lightly over them, with a view of ascer¬ 
taining their consistency, whether hard or soft, 
elastic or unyielding, rough or smooth. Ringworm 
of the scalp may be detected in this manner alone 
by the peculiar sense of roughness imparted to the 
examining finger, which is quite different from that 
met with in alopecia or impetigo. The most 
important application of the tactile sense, however, 
is to determine whether a given lesion infiltrates 
the whole thickness of the skin or merely involves 
the epidermis. This is an observation of some 
value and no opportunity should be lost of culti¬ 
vating the sense of touch in this respect. All 
syphilitic eruptions, except the macular, present a 
feeling as if the lesions were let into the skin, the 
whole structure of which does, or may, participate 
in the morbid process. This character is strikingly 
absent in such disease as eczema, psoriasis, lichen 
planus, and seborrhoea, in which the cutis is 
hardly, if at all, involved. Much information can 
also be obtained about the edges of lesions, such 
as those of rodent ulcer, chancre, and lupus 
erythematosus. Another characteristic which can 
only be appreciated by the touch is that peculiar 
“ hide-bound ” quality of the skin, such as occurs 
in scleroderma and in some types of alopecia. 

(d) The presence of itching is a most important 


factor. Some diseases are accompanied by the 
most severe pruritus, such as urticaria, eczema, 
lichen planus, and scabies; while others, such as 
syphilis and lupus, scarcely ever itch. In other 
affections, again, we find this ‘symptom curiously 
variable ; for instance, one patient suffering from 
psoriasis may complain bitterly of itching, while 
a second may hardly be aware of the presence of 

I his disease at all. Most cutaneous disorders are 
popularly supposed to be very irritable, and, as a 
matter of fact, one of the first questions we ask of 
a skin patient is “ Does it itch ?” The query 
might very well be spared utterance, for proofs of 
itching lie before our very eyes in the shape of the 
“scratch-mark.” These “sign-manuals” of pru¬ 
ritus are especially valuable in the case of infants 
who cannot tell us if their urticaria or prurigo 
itches, though at a very tender age chafing and 
rubbing is substituted for scratching. 

(e) The presence of iveeping , or the exudation of 
moisture from a diseased area or patch of skin, is a 
valuable indication of an eczematous or catarrhal 
process. This sign is scarcely ever absent from a 
true eczema, though it may be superadded to 
other diseases, such as lupus or impetigo, as a 
result of local irritation. 

( f) Ulceration and scarring are important 
special signs of disease, as showing a necrotic 
tendency, and, from our knowledge of cutaneous 
morbid histology, we know that if these processes 
are going on we have to deal with a destructive 
affection involving the cutis as well as the epi¬ 
dermis. The form of the cicatrix itself will often 
tell us the nature of the preceding eruption; thus, 
we have the conical pitted scars of smallpox, the 
shallower pits of acne, the small oval depressions 
of varicella, the paper-like scar of a healed 
syphilitic ulcer, and so on. 

(g) The special grouping of the lesions may afford 
an important clue to the nature of the malady. 
Thus the herpetiform arrangement of the vesicles 
in dermatitis herpetiformis is quite characteristic 
of that disorder, while some of the rarer secondary 
eruptions of syphilis show a crop of papules 

| grouped around a larger central one. In this 

] connection may be mentioned the tendency t<> 
assume a ringed formation exhibited by many 
dermatoses, notably by psoriasis, tinea circinata, 
and sometimes by impetigo. An extremely irre 
gular or serpiginous outline, whether bounding an 
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ulcer or an area of infiltration, is generally sugges¬ 
tive of syphilis. 

(4) The duration of the disease. — One way of 
classifying skin diseases would be into those of 
short and those of long duration. It is impossible 
always to place reliance upon the history, but 
where the patient or the friends are gifted with 
more than ordinary powers of observation their 
statements as to the duration of the lesions may 
be of great assistance. Thus, I have seen a patch 
of lupus upon the nose closely resembling impetigo, 
and the case might have been summarily dismissed 
as such had I not inquired how long the child had 
had the spot. On hearing that it had been present 
for nine months a more careful examination was 
made, with the result that its tuberculous origin 
was placed beyond doubt. Erythematous rashes 
generally are of sudden onset and last only a short 
time; papular affections are of rather longer dura - 
tion, while infiltrated patches of disease may have 
existed for months or years. Some eruptions have 
a way of appearing in crops, such as varicella, 
urticaria papulosa, prurigo, etc., so that lesions 
may be seen in all stages of evolution. Here it 
may be pointed out that many papular lesions in 
children tend to assume a lichenoid aspect when 
fading away, so that if the rash be seen at this 
stage it may be taken for a lichen. Other affec¬ 
tions are chiefly characterised by their relapsing 
tendency, such as those peculiar winter and 
summer eruptions described by Hutchinson, and 
also those disorders belonging to the hydroa 
group, of which we may again refer to dermatitis 
herpetiformis. 

(5) The age of the patient .—While many cuta¬ 
neous affections occur at any age, there are some 
which are specially met with at certain periods of 
life. Thus, in the newly-born infant we meet with 
erythema intertrigo, sclerema neonatorum, and 
congenital syphilis ; during the teething period we 
are confronted with infantile eczema, prurigo, and 
papular urticaria. The two latter affections are 
met with up to the third year or so of life, after 
which we begin to see some of the fungus diseases 
of the skin, especially ringworm of the body and 
scalp. Towards the end of the first decade we see 
psoriasis appearing, then come crops of warts, 
impetigo contagiosa, erythema nodosum, ordinary 
urticaria, and possibly lupus. At the critical epoch 
of puberty we encounter acne vulgaris, alopecia 


areata, ringworm of the scalp having by this time 
been cured or died a natural death. In the ’teens 
we see Bazin’s disease, or erythema induratum 
scrofulosorum, psoriasis, and perhaps some of the 
occupation eczemas. In the middle period of life 
we meet with eczema in all its forms, erythematous 
and ordinary lupus, urticaria, ulcers of all descrip¬ 
tions, and also rodent ulcer. Here, too, are seen 
the various specific eruptions. In old age we meet 
with senile lupus, senile pruritus, degenerative 
changes in the skin, together with various forms of 
malignant disease. Eczema, of course, occurs at 
all periods from the muling and puking infant to 
the slippered pantaloon. 

(6) The manner in which the disease reacts to 
treatment .—I have placed this last as being the 
least important; but, nevertheless, it is frequently 
a help to watch the effects of treatment in a 
doubtful case. Thus, a specific eruption clears 
up as if by magic under mercury or potassium 
iodide, while these remedies have absolutely no 
effect upon lupus. If an obscure eruption is sus¬ 
pected to be due to a drug, then it should get well 
if this drug be discontinued. Certain cases of 
a tuberculous nature react strongly with tuberculin, 
thereby confirming a previous suspicion as to their 
character. 

These, then, are the main factors which should 
guide us through the intricate paths of diagnosis, 
but I would like to mention some very important and 

Necessary Adjuncts for making a Diagnosis. 

(1) The whole of the skin should be inspected if 
possible. In men this can and should be done 
without difficulty, but in women one part should 
be inspected and covered over in turn before 
another is examined. Some of you may recollect 
the case of a man, a coachman, who was suffering 
from a peculiar lumpy form of sycosis of the upper 
lip. No fungus was found in the hairs, but on examin¬ 
ing the left upper arm an infiltrated patch of disease 
was found having all the characteristics of a tertiary 
syphilitic eruption. It might be urged, perhaps, 
that this patiept might have had two affections at 
the same time, and such a possibility was not lost 
sight of. The effect of anti-syphilitic remedies 
upon the lip, however, was as marked as that upon 
the other patch, so that here was an instance in 
which it was imperative to see other parts of the 
skin. Patients frequently conceal other areas of 
disease than that for which they seek advice, 
because they think they are something different alto¬ 
gether and not worth showing the doctor. Never¬ 
theless, the principle holds good of seeing as much 
skin, healthy as well as diseased, as one can. 

(2) The clinical manifestations of one part should 
be diligently compared with those at another ; for it 
not infrequently happens that one region may 
“ give the whole thing away ” by showing some- 
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thing typical of the disease—a little weeping, 
perhaps, or a little scale-formation—which is all 
that is needed to complete the diagnosis. Thus, 
a patch upon the shin may be chronic eczema, 
psoriasis, tuberculosis, lichen planus, or syphilis. 
Its real character may often be discovered by 
finding some typical scaly patches elsewhere, or 
some characteristic lichen papules upon the wrists. 
In a supposed case of seborrhcea of the body it is 
of the utmost importance to know whether the 
scalp be scurfy or not. In a doubtful case of 
scabies the burrows of the itch-mite may be found 
upon the arm or in the axilla, instead of upon 
the clefts between the fingers, which may have been 
vigorously scrubbed before the patient comes to 
consult us. 

(3) A good light is absolutely essential for making 
a diagnosis. Many of the finer characteristics of 
the various lesions are obscured or lost altogether 
for want of seeing them properly. Daylight is 
generally best, but a good incandescent light with 
a suitable reflector which can be turned upon any 
part of the body at will is practically as good. 

(4) The use of lens is necessary in many cases, 
particularly to detect the stumpy hairs in ringworm 
of the scalp. These may, of course, be seen with 
the naked eye if the sight is keen, the lens being 
merely used to focus more light upon the area j 
under observation ; some lesions require actual 
magnifying in order to see their true characteristics, 
such as the “ run ” of the acarus in scabies, or the 
peculiar linear striation upon the papules of lichen 
planus, etc. A plain piece of flat glass, an ordinary 
microscopic slide, or better still, a watch-glass is 
very useful for compressing a lesion and driving 
out the blood from the cutaneous capillaries j 
immediately beneath the seat of observation. This 
is necessary in order to make out properly the 
characteristic “ apple-jelly ” nodules of lupus 
vulgaris. 

Then we come to the use of the microscope , which 
may be employed for two distinct purposes—first, 
for the immediate examination of a suspicious 
hair, or of surface-scrapings, in order to detect the 
presence of a fungus, the itch-mite, the molluscum 
bodies in molluscum contagiosum, bacilli of 
leprosy, yeast-like cells from suspected blasto¬ 
mycosis, etc.; or secondly, for the more leisured 
examination of stained sections of skin or portions 
of hair obtained from a biopsy. The field of 
microscopic research has widened greatly in the 
direction of cutaneous morbid histology during the 
last ten years or so, and there are many instances 
in which it is impossible to arrive at a correct 
diagnosis without a pathological report upon a 
section taken from the diseased area. While this 
demands a certain amount of special training, it is 
otherwise in the case of the rapid examination in 
potash of scrapings or hairs, and it is incumbent 
upon every one who desires the highest success in 


the treatment of cutaneous disorders to be 
thoroughly familiar with these methods. The 
apparatus needed is small and inexpensive, con 
sisting merely of a special scraper, a pair of epi¬ 
lating forceps, a bottle of liquor potassae, and a 
microscope with powers up to 800 diameters. In 
certain cases it may be necessary or advisable to 
make a film from the pus or discharge from a 
pustule or bleb, and examine this after staining by 
Gram’s method. The bacilli of acne and seborrhcea 
may thus be detected, and in special instances those 
of tuberculosis and leprosy can also be identified. 
Lastly, we come to bacteriological cultures them 
selves as a means of distinguishing the varieties of 
tinea tonsurans the one from the other, as well as 
the various septic organisms which are responsible 
for many of the pustular and bullous lesions of the 
skin. 

(5) The examination of the other systems of the 
body should never be neglected in any case of skin 
disease, except a purely parasitic one. How 
many times has it happened that the true nature 
of an intractable type of eczema has been revealed 
by the discovery one day of sugar in the urine. 
The early stages of Bright’s disease, especially the 
chronic interstitial variety, are frequently heralded 
by certain . premonitory cutaneous symptoms, 
notably by pruritus and chronic eczema, especially 
if the latter be of the so-called gouty type. A 
careful examination of the cardio-vascular system 
may show the cause of other dermatoses of an 
obscure character, such as local asphyxia, or 
gangrene of the extremities. A good deal can 
also be learned from an examination of the bloody 
first with regard to its cell-content and secondly as 
to its coagulation-time. The estimation of the cor¬ 
puscles, especially of the eosinophile leucocytes, 
should be undertaken in pemphigus, hydroa, and 
allied maladies, as these cells have been frequently 
found to be increased in these affections. Again, 
a marked diminution in the power of coagulation 
is an important observation which may be of great 
use in the treatment of such affections as angio¬ 
neurotic oedema, urticaria, and other vasomotor 
neuroses of the skin. The administration of 
calcium salts, or even of milk, as Professor Wright 
has recently shown, is not without considerable 
beneficial influence upon the course of these 
disorders. 

I have only been enabled to give the main out¬ 
lines upon which the diagnosis of a skin disease is 
based, and it will be seen that the question em¬ 
braces a very wide field of general medicine. It 
therefore follows that the most accurate diagnosis 
can only be made after careful consideration and 
examination of other systems of the body besides 
the cutaneous, and this with the aid of the clinical 
laboratory, without which our best efforts are 
fruitless. 


November 12 th, 1905. 
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A CLINICAL LECTURE 

ON 

VARICOSE VEINS. 

Delivered at St. Bartholomew's Hospital, 

By C. B. LOCKWOOD, F.R.C.S., 
Surgeon to the Hospital. 


Gentlemen, —Last time I lectured to you we con¬ 
sidered the extension of carcinoma to the lymphatic 
glands around the breast, a rather complicated sub¬ 
ject. Nevertheless, it is a subject which everybody 
here must know thoroughly.’ However, I thought 
that to-day I would give your minds a rest, and 
lecture upon a simple subject, namely varicose 
veins. The internal and external saphenous veins 
are those which commonly become varicose. But 
of course, as you are aware, other veins are also 
affected—for instance, the haemorrhoidal and 
spermatic ; and I have also seen the veins of the 
labia enormously dilated in cases in which the iliac 
veins have become obstructed. But to-day we 
shall be confining our attention to varix of the 
internal and external saphenous veins. I will tell 
you why I have chosen this subject. First, because 
varix is a very common affection ; and next, because 
it is an affection which causes a good deal of 
anxiety to the patient; and, lastly, it is a very good 
subject from this point of view: I have always told 
you that it was not sufficient that you should know 
that a person has a disease and that you should be 
able to name the disease, but I have also told you 
that it is essential that you should be able to put 
yourself in that patient’s place and have an idea in 
your mind how that disease is affecting the patient— 
in other words, have an idea what he feels like, and 
what trouble the condition is giving to him, how much 
it is interfering with his happiness and comfort. I 
have so often asked the students to tell me what 
effect these varicose veins have upon the patient, 
and have been unable to elicit an answer, that I 
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suspect I am right to-day in discussing it with ! 
you. 

First of all, let us take the matter of the diagnosis 
of varicose veins. It seems so simple that you must 
all think that no question could arise. But I have 
myself seen a patient with varix of the internal 
saphenous vein wearing a femoral truss, and I 
have afterwards operated and removed the dilated 
vein. As you are aware, the internal saphenous 
vein, before its entry into the common femoral 
vein, has an ampulla or dilatation upon it, and ' 
under certain circumstances, sometimes in females ■ 
who have been pregnant, the vein at that point 
becomes locally dilated. Here is a swelling in the 
region of a femoral hernia which swells out when 
the patient stands up, departs when she lies down, 
has an impulse when the patient coughs, and, in 
fact, is exceedingly like a femoral hernia. I do 
not think that anybody ought to mistake a dilata¬ 
tion of the ampulla of the saphenous vein for a | 
femoral hernia, provided they would carry out the : 
rule in diagnosis which I have always laid down 
for you—that is, that you should examine the 
whole of the diseased limb or structure. I suspect 
what happens in these cases is that the patient 
probably appears and says he has a rupture. The 
word “ rupture ” excites the mind of the persons who 
hear the word, they get a sort of obsession, and 
cannot get the idea of rupture out of their minds. 
They look at the swelling, and they see it is in the 
femoral region. They tell the patient to cough, 
and they see the impulse. But they have omitted 
to examine the whole of the limb, and they do not 
observe that lower down there is a varix of the 
saphenous vein. An additional source of error, 
perhaps, is that between the dilatation of the 
ampulla and the vein below there is a part of the 
limb in which no varix can be seen to exist, perhaps 
in the upper third of the thigh. So it is very like 
a femoral hernia. The other day I saw an exceed¬ 
ingly difficult case. A patient came who was 
known to have varix, because he was wearing an 
elastic stocking. But it was said that in addition 
it was thought that he had a hernia. In the region 
■of femoral hernia, in Scarpa’s triangle, he had what 
I should say was a most close resemblance to 
femoral hernia. He had a swelling which appeared 
when he stood up and disappeared when he was 
lying down, which had a great impulse in it, and 
which could be pressed back, and which felt to me 


very like a hernia. I knew all this time that he 
had varix in the veins in the lower part of his leg, 
so I set to work to discriminate. I had no doubt 
it had been carefully examined, because it was sent 
to me by a competent man who had a strong 
suspicion that it was hernia, so I had to discrimi¬ 
nate very carefully. These are the things I ob¬ 
served. But first, I want to point this out to you : 
whenever you see a surgeon or physician examin¬ 
ing a patient, watch with the greatest possible care 
to see what he does. If it is a question of doubt 
in diagnosis you will often observe that one man 
solves the doubt when the others could not, and the 
way in which one man happened to solve it is this : 
that he applied to the diagnosis of the case some 
method of examination which the others had not 
applied. So I suspect in this case two things were 
applied which had not been applied before. First 
of all, when the patient was lying down the sac 
emptied. So would a femoral hernia. Pressure 
was made on the external iliac vein above, and the 
sac did not fill. So might not a femoral hernia. 
That could also be retained in that way by the 
pressure of the finger above. But then it was 
observed that when he stood up, and then had the 
pressure removed, the sac gradually filled, and so 
did the upper part of the varicose saphenous vein, 
although it had been compressed, so as to prevent 
it filling from below. That seemed to settle the 
point. But there was one other test which I 
applied, and I venture to say there is nobody in 
this theatre who can guess what it was—I may be 
wrong, but I think I am right; I am sure it had 
not been applied by the gentleman who had 
examined the case before I did. I went one step 
further, and applied a stethoscope to this swelling 
in the groin. When I did so I heard a very pro¬ 
nounced venous hum, which is not unusual in a 
big naevus or any large dilatation of the veins. 
This swelling had a marked venous hum. I have 
pointed out that the diagnosis of varicose veins is 
not always quite so easy as you might be led to sup¬ 
pose from the accounts of it which are given you in 
your text-books. I have observed another curious 
thing about varicose veins. You will hardly believe 
it, but once a patient came to this hospital who had 
on the inside of his knee a tumour which was by 
some thought do be sarcoma. You can easily 
imagine that there was a very dear and obvious 
tumour. It felt hard, and had well-defined 


Digitized by 


Google 



The Clinical Journal. ] 


MR. LOCKWOOD. 


[Nov. 21,1906. 83 


boundaries. Its surface had irregular projections 
upon it. Nevertheless, that was a mass of varicose ' 
veins with surrounding inflammation, and with | 
clots in the interior of the veins. It is almost in¬ 
credible that inflamed varicose veins should be 
mistaken for sarcoma, but the people who saw it 
were people with quite ordinary intelligence and 
more than ordinary experience. On another occa- 1 
sion I remember seeing a surgeon operate upon a 
hard tumour in Scarpa’s triangle. The diagnosis of | 
that tumour was obscure. I am speaking of years ago; 
but if I remember rightly, it was thought to be pro¬ 
bably an irreducible and inflamed femoral epiplo- 
cele. When exposed it was of a deep purple colour 
and very hard, and when it was dissected out it 
was found to be attached to a common femoral 
vein by a narrow neck. It was the ampulla of the 
saphenous vein, dilated and full of hard, old clot. 

I had never seen anything like it before. But that , 
dilated ampulla of the saphenous vein is obviously j 
a thing to which you ought to turn your attention, i 
and be careful you do not mistake it for a femoral 
rupture. | 

Leaving now these cases of difficulty of dia¬ 
gnosis, I will now come to another matter, namely 
the effects which these veins produce upon the 
patients. First of all as regards the mental posi¬ 
tion of the patients who have varicose veins. I 
have always observed that the patients are very 
anxious about the veins; they think that their 
dilated and enlarged veins may burst and that 
they may in consequence bleed to death. Of course 
such veins very rarely do burst, and I think the 
patients would never, nowadays, bleed to death. 
But what has that to do with us medical men? 
That is what the patient thinks. So let us drop j 
our egotism and try to put ourselves in the | 
patient’s place and take his feelings into considera¬ 
tion. And it will be a great comfort to the people 
with varicose veins who come to consult you 
if you are able to assure them that they have 
varicose veins with very thick walls and that the 
veins have not formed adhesions with the skin, 
that there is not a very thin membrane between 
their venous system and the exterior of their 
bodies, and that therefore they may put out of 
their heads the idea that the veins are going to 
burst and that they will bleed to death. Further, 
one might inform them that if they were to have 
bleeding from their veins they would only have to 


lie down and apply a pad to the bleeding point 
and that they would then be safe. 

Another trouble which people with varicose veins 
suffer from is pain in the veins. I have always 
been a little puzzled by the pain in varicose veins. 
It is not the big ones which are painful, of that I 
am sure. I have seen gigantic varicose veins 
which caused the patient no pain whatever. On 
the other hand, I have seen quite small veins, 
perhaps running over the sharp edge of the tibia, 
which the patient said were exceedingly painful. I 
wonder why that is. Inflamed varicose veins are 
also very painful. Veins which have become 
varicose are very liable to become inflamed and 
thrombosed, much more so, of course, than healthy 
veins. But all inflamed veins are painful, and 
perhaps the most painful kind of inflamed veins 
are those which occur in gouty people. Whenever 
you see a patient with phlebitis you may make up 
your mind that he is suffering a good deal of pain. 
Patients with varicose veins suffer from many 
other troubles. Their legs feel exceedingly weary 
and heavy, especially at night. Perhaps you do not 
attach much importance to that. But still, to any 
ordinary human beings it must be very trying to work 
all day long, and then to have to proceed home, with 
legs which are so weary that they can hardly drag 
them along. At all events, if you recognise that you 
will be a more sympathetic medical man than the 
person who is unaware of the existence of the weari¬ 
ness and the weight, and therefore attaches no im¬ 
portance to them. It is often said that the legs feel 
so heavy that the patient can hardly lift them from 
the ground. Patients with varicose veins often 
say that the legs feel very hot and full, and as 
if they were going to burst. In addition to that, 
as you can easily understand, patients with vari¬ 
cose veins say their legs swell at night. The 
blood in varicose veins is passing on, though 
it may be slowly; but it is almost stagnant, and 
if it is stagnant you can imagine that the fluids 
collect in the tissues, and that the limb becomes 
oedematous. Patients are a little alarmed about 
what they call “ dropsy ” of their legs. Dropsy is 
a terrible word with the public, because they do 
not discriminate between the various kinds of 
dropsy. So you may reassure them upon that 
point. And there is one clinical complication of 
varix which does not seem to receive the attention 
that it deserves. That is the cramp. I was not 
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aware that those who had varicose veins suffered 
from very severe cramp, until one day a man 
came into the surgery and I asked him what he 
complained of. He said “ I have the cramp 
veins.” And then it. dawned upon me that many 
patients I had seen with varicose veins had com¬ 
plained of having had cramp, having suffered very 
severely from it at night. A person who has to 
earn his living, perhaps in an arduous profession or 
vocation, and who does not get a proper night’s 
rest, becomes ill and unhappy, and it is therefore a 
matter of very great importance to that person to 
have his veins cured and his cramp removed. So 
in considering any case of varix remember you 
have to take into your consideration the question 
of pain; the weight and weariness; the dis¬ 
comfort, in which must be included the sensations 
as of bursting ; swelling of the limbs ; and last of 
all cramp, which may be a very serious matter to 
the patient. People with varix are apt to have 
various complications. One of the complications 
which they get is eczema of the skin of the legs. I 
call it eczema, but I often wonder what the word 
eczema means. However, these patients sometimes 
get chronic inflammation of the skin of the legs. 
That may be a cause of considerable discomfort to 
them. In addition they get thrombosis of the 
veins. It used to be a moot question as to 
whether the thrombosis or clotting caused inflam¬ 
mation, or whether the inflammation of the veins 
caused the clotting. That is a question I cannot 
answer for you. I can only tell you that people 
with varix are very apt to get clotting in the veins 
of the legs. Of course that is a serious complica¬ 
tion. A person who has phlebitis and clots in the 
veins of his limbs ought not to go to work but lie 
up. But the ordinary wage-earner does not wish 
to lie up, and perhaps he cannot afford to, so it 
will be a matter of considerable pecuniary loss to 
him. In addition to that, you may say clots in 
veins may tend to escape and pass on in the 
circulation and cause pulmonary thrombosis. I 
have never known a person with non-septic 
phlebitis and thrombosis of the veins of the limb 
die. I remember a surgeon of great repute who 
told me this. He said, “ I remember once when I 
had thrombosis of the veins of the leg, and a 
doctor came to me and told me I should die. I 
said ‘ No, you silly man, I won’t,’ and I did not 
die, I am here now, and that is fifteen years ago.” 


So I innocently said to him, “ How did you know 
that you would not die ? ” He said “ Oh, nobody 
ever dies of thrombosis.” He is not quite right, 
because sometimes a clot is displaced from the 
uterine or other veins, but death from phlebitis or 
thrombosis, without septic trouble, is exceedingly 
rare. Once I was passing through the wards of a 
hospital when the house-surgeon said, “ You 
would like to see this patient; he has phlebitis, 
and he is going to get gangrene and die.” So I 
glanced at the man. He had phlebitis of the 
veins of his leg, which was enormously swollen 
and purple and blue, and to all appearances he 
had a very terrible state of affairs. But I said, 
“ He will not get gangrene, and he will not die.” 
He did not get gangrene, and he did not die, he 
got well. And I was asked why, after all the 
faculty had made the statement that the man 
would get gangrene and die, I knew that he would 
not. I was going upon the remark which was 
made to me by that very able friend, which was 
that people with phlebitis did not die. I do not 
think I have exaggerated the matter. I think you 
are safe in assuming that people with phlebitis 
and consequent thrombosis rarely die. But you 
have to remember that these patients have very 
long illnesses, and they take a long time to get 
better, and not infrequently their limbs do not 
completely recover. 

Another complication which people with phle¬ 
bitis get is ulceration of the skin of the leg. You 
may make a few generalisations about ulceration of 
the skin of the leg. You may say this, that ulcera¬ 
tion due to varix occurs at the inner side of the 
thin part of the leg. If you see any ulceration at 
any other part of the body, be a little suspicious 
about it. Ulceration due to varix occurs on the 


inner side of the thin part of the leg. Ulcers due 
to injury usually occur on the front of the leg, 
where injuries can, of course, be easily inflicted. 
If you see an ulcer on any part of a limb or other 
fleshy part of the body be suspicious of that, 
because it may be due to syphilis, or tubercle, or 
to malignant growth. At all events, it is some 
thing which must be taken very seriously into con¬ 
sideration. I have not time to go into the ques¬ 
tion of the causation of ulceration now, but, never¬ 
theless, you ought to begin to consider the subject. 
I think that in varix the way in which the ulcer 
occurs is this: I have already remarked that the 
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blood in varicose veins stagnates and does not pass 
on. It stagnates, not only in the main vein, but if 
you look at the ordinary case of varix which you 
see in the surgery, or in the out-patients’ depart¬ 
ment, you will see the patches in which it is stag¬ 
nating in the small veins. Now, an individual, in 
order to live, must have a supply of food; he must 
have a supply of oxygen, and be able to excrete his 
carbonic acid gas, and so on. But the existence of 
the cells and tissues of the body depends upon the 
same conditions being fulfilled. If the blood is 
stagnating in the veins how can the tissues get food 
and oxygen or get rid of their waste products? 
Of course they asphyxiate, and starve, and poison 
themselves. A person either dies as a whole or he 
dies in little pieces. If he dies in little pieces that 
is called ulceration; if he dies in little lumps you 
call it sloughing ; if the whole limb dies it is gan¬ 
grene. We are concerned now with ulceration, in 
which it dies in little pieces. 

There are some other complications which we 
have already considered. We will speak next of 
the question of haemorrhage. Haemorrage is not 
rare. It may occur from an ulcer, but often from 
a vein which is so thin that it is able to burst. 
What bearing has this upon the last question which 
we have to consider, namely the treatment of vari¬ 
cose veins ? To go back, I can make it clear to 
you as to how treatment of varicose veins would be 
determined in your mind. The palliative treat¬ 
ment of varicose veins, of course, is simple. It is 
rest, elevation of the limb, perhaps a cold lotion 
applied to the limb at the inflamed part, and, 
lastly, by some sort of support. It may be neces¬ 
sary to try more than one kind of bandage or stock¬ 
ing before you find out what form of support suits 
the patient best. But palliative treatment may not 
be quite within the range of practical politics ; you 
may have to proceed to some form of active treat¬ 
ment. What would lead you to suggest that a 
patient with varicose veins should be operated 
upon ? The question of occupation always arises, 
because, as you are aware, the public Services will 
not accept—I think I am right in saying that— 
people with varicose veins of the legs. First of all, 
a man with this condition will have his legs feeling 
weary if he has to march twenty-five miles a day 
for six or seven consecutive days. Next, he gets 
hideous cramp at night, and may not get any rest. 
Consequently, he will feel very ill next day, and 


not be able to march. Next, towards evening he 
may say, “ My legs are so tired, and weary, and 
swollen that I cannot lift them up properly.” So, 
naturally, the Army and Navy will not have people 
who are the subjects of varicose veins; they will 
not have people with even small degrees of vari¬ 
cosity; they have learnt from experience what I have 
repeated, that it is not people with very big veins 
! who suffer most. Sometimes I have seen quite 
honest people who say they have suffered very 
great pain from a very small varicose vein oyer the 
front of the tibia. The Services cannot afford to 
I have men who cannot march because a small vein 
I is painful. There is also a further matter bearing 
on the ordinary elements of human nature. The 
lawyers have an excellent expression, which I 
strongly commend to you : “You must take human 
i nature with its infirmities.” Now, one of the in- 
| firmities of the human being is that if he is told to 
march against the enemy and take his chance of 
being shot he may discover that his varicose vein, 
or varicocele has become extraordinarily painful, 
and if he has something objective, something which 
he can show, it is difficult to contradict him and 
say, u You must go out and get shot in spite of the 
pain.” So I think the Services are quite right in 
absolutely refusing to have to do with a person who 
has a defect to which he can point. This subject 
has been much discussed in the papers lately. It 
is one of the topics which you wiii do well to think 
out for yourselves. 

The conditions which will determine you to 
operate, or advise operation, on a case of varix 
would be such as I have mentioned to you. But 
there are some additional ones which render the 
operation one of necessity rather than of ex¬ 
pediency. For instance, the vein may be exceed¬ 
ingly thin and be on the point of bursting, and it 
may burst under unpleasant circumstances, when 
proper treatment is not at. hand. Or the patient 
! may have on the thin part of the leg a deep purple 
patch, where the tissues are becoming suffocated, 
as popularly understood, and where an ulcer is 
already forming. Or, again, you may observe that 
I the patient with varicose veins has repeated 
I attacks of phlebitis. How many months or weeks 
1 in a year ought a patient to be incapacitated by 
attacks of phlebitis which in themselves are not a 
danger to him ? Such attacks are certainly a 
, serious inconvenience. 
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I wonder whether I have made it clear to your 
minds how you are going to first diagnose your 
cases, and then treat them. I am talking all this 
time about things which you can see every day in 
the out-patients’ room. I am sure many of you 
must have seen men in the out-patients’ room writh 
varicose veins ; you must have seen them with 
phlebitis and with ulcers. I put it to you, have 
you thought what that means to that individual ? 
How much does it takeaway from his wage-earning 
capacity, how much inconvenience is it to him, and 
how much terror does it instil into his mind? 
How much danger and inconvenience has this ulcer 
been to him ? You must learn to think in that 
way, and I maintain that this ordinary subject of 
varicose veins is an excellent one for you to begin 
to practise upon. Supposing it comes to this, that 
you think you ought to perform an operation upon 
a person with varicose veins. Be careful how you 
proceed. Fortunately, many of those who are 
afflicted with varicose veins are young people in 
excellent health. Whether their varicose veins are 
due to some developmental defect which they have 
inherited or not I cannot guess. It is easy to say, 
but it is difficult to prove. But it may be so. And 
these are people who, of course, will bear prolonged 
anaesthesia. The best kind of patients to operate 
upon are those who have a small group of varicose 
veins in one vein which can be easily removed 
through a few incisions. The bad kind are those 
who have a sort of naevoid condition of the veins 
of the leg, innumerable small varicose veins where 
it is obvious you could, not remove them all, and 
it is difficult to tell which are the proper ones to 
proceed upon. And, last of all, remember this, 
that an operation for varicose veins may occupy a 
very long time. Looking through my notes, I 
observe that the longest time I have occupied on 
varicose veins of both legs has been two and three 
quarterhours. Now, to bear anaesthesiaand exposure 
to the cold for two and three quarter hours means 
that that patient must have a very good tripod of 
life, as it was called long ago, namely that the 
lungs, the heart, and the kioneys must be sound. 
The nervous system ought to be included, though 
it is perhaps of less importance in this connection. 
Therefore before you proceed see that the patient 
has good lungs, that the heart and circulation are 
good, and that he has not any form of nephritis. 
Provided that is so, you can proceed with your 
operation. 

I do not propose, in a clinical lecture such as 
this to go into all the minute details of the opera¬ 
tion. I will simply say this : that at this hospital 
the operation which has been found to be the best 


is that by small multiple incisions one or one and 
a half inch long. The vein may be exposed and 
I pulled out, clamped, excised, and tied with fine 
I silk, or whatever you find suitable, it having, of 
, course, been rendered sterile, and then the vein 
should be allowed to spring back underneath the 
; tissues. One thing I advise you to always do in 
i making that incision, but which I do not always 
see done, is to make the incision oblique, because 
the veins are not always easy to find. If you make 
an oblique incision over the course of the vein you 
are more likely to find it than by a straight incision 
made over what you think is the course ot the 
vein. I think the best place at which to begin is 
at the top, not at the bottom. I have already said 
that the blood in varicose veins is usually running 
very slowly indeed from below, but it not in¬ 
frequently runs from above, because the vein has 
not any valves in it, or else its valves are incompe¬ 
tent. But assuming it is running from below, if 
you tie a vein high up first, it is perhaps a little 
easier to find than below. Some people have 
obtained very good results in the treatment of vari¬ 
cose veins by performing the operation which is 
called Trendelenburg’s. In it the saphenous is 
I tied close to its entrance into the common femoral. 

, Personally I prefer to tie well above the varix, but 
do not cut down and tie the saphenous vein close 
to its junction with the common femoral vein 
unless at that point it is actually varicose. But 
you will remember this, that it is wise for you to 
prefer to go high rather than to content yourself 
I with tying veins at the inside of the knee and in 
the calf. 

As regards the subsequent treatment of those 
wounds, you may have observed that the cut is 
made, the vein clamped, a piece pulled down or 
up, and a few inches cutout, and it is tied. Then 
the vein springs back. Perhaps the wound is im¬ 
mediately closed with a continuous suture, and 
that is best, I think, because it prevents infection 
getting in. When that is over, I think you will 
find it advantageous to do this—to put a pad over 
that wound, consisting of cyanide gauze, and im¬ 
mediately put pressure upon it with, an ordinary 
antiseptic bandage. This bandage is usually made 
of cyanide gauze. You might have said, why not 
after that merely apply the gauze without any 
j suture ? Because at this hospital that was fre¬ 
quently done about four years ago. The wound 
was made, the vein twisted, and that bandage was 
wound round the limb, bringing the wound 
together. I tried it on many occasions, but we 
found that on applying the bandage the small 
wound was not accurately brought together, and in 
addition sometimes when the bandage w-as taken 
off the wound either was gaping and had tc^heal 
! U P by granulation, or it gaped after the bandage 
was taken off. So obviously if that is true it is 
wise, after making the cut and tying the vein, to 
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bring the wound together with a continuous suture 
of fine silk. 

It used to be said that if you operate upon the 
varicose veins and tie them, then the blood 
has to return by the deeper veins, or that other 
superficial veins have to dilate to carry the blood 
back. I have kept on saying I believe that the 
blood in these varicose veins is stagnating, and in 
removing the varicose veins you are removing 
veins full of stagnant blood. There is no blood 
to go back by other tracks. And my experience 
of operations upon varicose veins has been that in 
subjects which have been properly chosen and 
thoroughly operated upon, the results have been 
exceedingly good, not from my point of view, but 
from the point of view of the patient. I have 
forgotten to tell you what I believe to be the most 
essential part of the operation for varicose veins, 
and that is, before you perform the operation upon 
any person for varicose veins make him stand up 
in a good light and sit down before him, and mark 
out every possible vein that he thinks is a trouble 
to him, also mark out every vein which you can 
see and which looks likely to give trouble. If you 
do not do this, this is what will happen. After 
the operation, in which you have taken a great 
deal of pains, and everything appears to have gone 
well, when the patient begins to walk about he 
comes back to you and says, “ I wish you had 
removed that little vein which ran over the front 
of my shin. Why did you not do that ? It is very 
painful.” Having had that hurled at my head, I 
take the greatest possible pains myself. I have 
the patient standing up and I say, “ Let us mark 
out your veins,” and I mark them in, any which I 
can see, and I say to the patient, “ Are there any 
other veins which cause you trouble ? If there are, 
point them out.” He points them out and I mark 
them also. Then I proceed to the operation and 
tie them. If you fail to do that the patient is 
angry, and rightly so, for he has not been cured 
by your operation and has not got a proper 
return for all the trouble and anxiety, and a sojourn 
in bed for a fortnight or three weeks. 

Here are a few specimens which have been 
brought down from the museum to show some of 
the complications of which I have spoken. There 
is a clot in the ampulla of the saphenous vein. I 
do not know the history of this case. Here is a 
saccule, from the saphenous vein with a clot in it, 
and you see how easily it might have been mis¬ 
taken for epiplocele. I suppose the word “varix” is 
derived from varus , which means bent. Here is 
the varicose vein from the inner side of the knee, 
where the veins often become tortuous. These 
cases are exceedingly good ones for operation, 
because you can make either one single long 
incision or a semilunar incision and remove the 
whole of the tortuous varicose veins. 

November igth, 1906. 
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Gentlemen, —There occur in infancy and early 
childhood certain curious movements more or less 
rhythmic in character, and sufficiently unusual to 
cause some anxiety to parents and to others who 
are unfamiliar with them. It is important that the 
medical man should be aware both of their occur¬ 
rence and of the significance of these movements, 
for, although in themselves they may be but of 
little importance, they are sometimes a valuable 
indication of underlying conditions. 

Head-rolling. 

It is no uncommon complaint that an infant 
“ keeps rolling his head from, side to side ” on his 
pillow, and there may be corroboration of the 
mother’s statement in the thinness of the hair at 
the back of the infant’s head. As the infant lie# 
in his cot he rolls his head monotonously from 
side to side with occasional pauses if his attention 
is attracted; the movement may continue even 
when the child is asleep, as I have noted in two 
cases, but in both it was only during light sleep; 
it ceases almost invariably when the child is sitting 
up. This head-rolling occurs chiefly in infants 
under the age of two years. Nineteen out of 
twenty-nine cases under my own observation 
occurred within the first two years. The oldest 
child I have seen with it was a girl set. 5 
years, who was in hospital for cleft-palate. The 
head-rolling in this case was chiefly during light 
sleep, and, as usual, only when the child was 
lying down, but it had the unusual feature that 
it was accompanied by a low-pitched crooning 
noise, a sort of “auto-lullaby.” 

The curious rolling of the head is apt to arouse 
fears in the parents’ mind of “something wrong 
with the brain,” and even to the medical man it 
may suggest the possibility of meningitis. With 
regard to this latter association, let me say at once 
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that head-rolling very rarely, if ever, means menin¬ 
gitis. What, then, is its significance ? 

A large proportion—fifteen out of nineteen cases 
in which the point was noted—showed more or less 
rickets; and in four of my twenty-nine cases other 
nervous disorders, usually associated with rickets 
at this age—viz. laryngismus stridulus with facial 
irritability in three, and facial irritability alone in ! 
one, were present. But rickets can hardly be an 
essential factor, for the head-rolling began in one 
of my cases at the age of four weeks, and in some : 
I have specially noted that rickets was absent. ! 
Whether there be rickets or not, there is usually j 
another factor — namely peripheral irritation of j 
some sort. 

It is to this particular form of peripheral irrita¬ 
tion that I wish to draw your attention specially in 
connection with these cases of head-rolling. In 
no less than fifteen out of twenty-nine cases— i. e . 
in more than half the cases—head-rolling was asso¬ 
ciated sooner or later with evidence of middle-ear | 
irritation. It would seem that head-rolling may be 
caused by middle-ear affection where there is no 
other symptom suggestive of ear trouble, and long 
before any discharge appears from the ear: in one 
case head-rolling began four weeeks, in another 
five weeks before ear discharge began; while in 
Another two months elapsed before the persistent j 
head-rolling was explained by a discharge from the 
ear. The movement in such cases has nothing in 
it to suggest pain ; indeed, the infants have usually 
appeared to be entirely free from pain, except, 
perhaps, for a few hours before otorrhcea began. 
In some cases ear discharge has preceded the 
onset of head-rolling, and the unhealthy condition i 
of the middle ear remaining after discharge has 
ceased may still be sufficient to cause continuance 
of the movement. This seemed to be shown by 
one case in which head-rolling had begun syn¬ 
chronously with otorrhoea, and persisted in spite 
of the cessation of the ear discharge ; after head¬ 
rolling had continued many weeks the aural 
disease again became evident by recurrence of 
discharge, explaining, as it seemed, the persistence 
of the movement. But middle-ear catarrh may 
exist without perforation of the membrane at any 
time, and, therefore, without discharge, and 
probably without causing pain at any time, cer¬ 
tainly without causing any manifestation of pain 
which can be recognised as such in an infant; 


there can, I think, be little doubt that some cases 
of head-rolling are due to such latent catarrh in 
the middle ear; indeed, the existence of such a 
cause was proved at autopsy in some cases. In 
two cases in which death was due to acute colitis, 
head-rolling had been specially noted during the 
illness, but there was nothing else to suggest ear- 
disease during life : autopsy showed in one case 
pus in one middle ear, in the other case pus 
in both middle ears. In a case of tuberculous 
meningitis, where, during the early stage of the 
disease, there had been head rolling, there was 
nothing during life to account for the movement, 
which might very naturally have been regarded as 
due to the meningitis, had not autopsy shown pus 
in both ears, which, in the light of other cases 
illustrating the usual relation of head-rolling to 
middle-ear catarrh, made it probable that the 
head-rolling here was due, not to the meningitis, 
but to the accompanying middle-ear affection. 

It may well be that such a latent middle-ear 
catarrh accounts for many of the cases of head¬ 
rolling for which there is no obvious cause, and 
that the proportion of cases due to ear disease is 
higher even than can be demonstrated from 
clinical or post-mortem evidence. But there is 
no proof that head-rolling is due in all cases to 
this particular form of peripheral irritation. It 
seems likely enough that dentition is the exciting 
cause in some cases. The age incidence, of 
course, suggests this : twenty-one out of twenty- 
nine cases began between the ages of five months 
and two years, and it would be strange indeed if 
the obvious irritation of tense gums were not 
as efficient as the much less obvious irritation 
of an apparently painless middie-ear catarrh in 
producing this head-rolling. Such a case as that 
of a boy, aet. 17 months, in whom the eruption of 
each fresh tooth was stated to have aggravated 
the head-rolling, lends support to this view ; but 
as in other disorders where the causal relation of 
dentition has been asserted, conclusive evidence 
is difficult to obtain. 

Head-banging. 

In connection with head-rolling may be men¬ 
tioned another curious movement, seen during the 
first few years of life, namely, head-banging. In 
some cases this takes the form of beating the head 
with the fists or with any available implement, in 
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others the child beats the head against some hard 
object, oftentimes bending downwards deliberately 
to beat its head against the floor, or banging its 
head against the side of the cot, or against a 
neighbouring wal} if this happens to be more con¬ 
venient. 

I am not referring now to cases in which some 
slight thwarting of a child’s wishes is immediately 
followed by an outburst of fury, in which the child 
dashes himself down on the floor and bangs his 
head again and again against the floor ; such 
behaviour is not very rare in excitable, unstable 
children during the first three or four years of life, 
and sometimes indicates a morbid defect of 
self-control which may show itself in troublesome 
ways later on. The head-banging to which I wish 
to draw your attention is something quite different 
from this—it occurs without any apparent provoca¬ 
tion from without, often indeed when the child is 
quite unaware that he is being observed. It is 
sometimes sufficiently forcible to cause bruising of 
the head, but usually the child does himself no 
harm, although the possibility of injury naturally 
distresses the parents. 

Of twenty-eight cases of which I have kept notes 
all were under five years of age, and twenty-two 
were between the ages of six months and two years. 
Rickets was not more frequent in these cases than 
in any series of children under three years of age 
amongst the hospital class : nine out of twenty- 
two cases showed rickets, associated with head¬ 
banging, but my ‘own statistics showed that 446 
per cent, of children under three years of age 
brought to hospital for disease of any kind have 
rickets. 

Head-banging sometimes occurs in a child who 
at other times has shown head-rolling ; a fact 
which suggests a similar causation. My own 
series showed that in six out of twenty-eight cases 
head-banging bore some relation to ear disease, 
and that like head-rolling it may precede by several 
weeks the appearance of discharge from the ear, 
or may be due to a latent middle-ear catarrh. It 
is noteworthy, also, that the banging in these cases 
with ear disease is usually not a beating of the ear 
but of the frontal or occasionally of the occipital 
region. 

My impression, however, is that head-banging 
less often indicates ear irritation than does head¬ 
rolling, and so far as statistics on this point are of 


any value the figures I have mentioned confirm 
this impression. 

The fact that more than three fourths of the 
cases occur between the ages of six months and 
two years makes it probable that head-banging, 
like head-rolling, is due to the worry of dentition in 
some cases. It seems possible also that headache, 
from whatever cause, may sometimes excite this 
movement, but I have never seen head-banging in 
association with meningitis or cerebral tumour. 

Body-rocking. 

A less common movement than those I have 
already described is an antero-posterior rocking of 
the trunk. It occurs in infancy and early child¬ 
hood, but almost exclusively in the sitting position, 
and therefore only in children old enough to sit up, 
not in infants under nine months of age. 

Usually it is a simple swaying to and fro of the 
trunk as the child sits ; rarely it is more compli¬ 
cated, as in a girl aet. 1 year 9 months, in whom 
I noted a combination of a rising movement with 
the antero-posterior, so that the child appeared 
to be “ rising” as a rider does in trotting, and this 
she did at the rate of four times in ten seconds, for 
periods of ten or twelve seconds, when there would 
be a pause, and the movement was then resumed 
after a few seconds. This movement would con 
tinue thus at short intervals for hours, and even 
whilst being watched by three docters beside her bed 
the child continued the movement quite uncon¬ 
cernedly. In this particular case the movement 
ceased during sleep, but in two others it occurred 
chiefly during sleep, when the child sat up asleep, 
rocking itself backwards and forwards. Twice I 
have noted in children respectively of 3 years 7 
months, and 4 years, a less common variety of 
body-swaying, a slow side-to-side movement like 
that of a metronome; I counted the rate in one 
case and found it twenty-eight per minute. In one of 
these the rocking was chiefly during light sleep, and if 
the child was roused he would lie down and sub¬ 
stitute for the body movement head-rolling such as 
I have already described. 

The substitution of one curious movement for 
another is not uncommon; the little girl who showed 
the “ rising ” movement exchanged it when she 
was lying down for a rhythmic lifting of trunk and 
pelvis. In a boy aet. 18 months the to-and fro 
rocking was replaced at times by a banging of his 
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head against the sides of his cot; another boy set. 
6 years 3 months, would sometimes substitute 
for his to-and-fro rocking during sleep a rhythmic 
rocking in the knee-elbow position with his face 
buried in the pillow. This boy at the same time 
made a monotonous cooing noise, and I have noted 
a similar accompaniment in another case; in both 
apparently, as in the case of head-rolling with this 
accompaniment, a sort of self-soothing lullaby. 

In itself this body-swaying is of no importance, 
but as a little indication of a child’s temperament 
and tendencies it is, I think, worthy of notice. The 
children who show this curious movement are 
generally odd children—not in the least defective 
in intellect, indeed often rather above the average in 
this respect, but children of peculiar temperament 
sometimes extraordinarily reserved, sometimes un¬ 
duly self-conscious, sometimes showing some more 
definite evidence of nervous abnormality, as in the 
boy aet. 6 years 3 months already mentioned, 
who was brought at one time for temporary faecal 
incontinence, a disorder which very usually indi¬ 
cates a neuropathic taint. 

The formation of abnormal habit, whether rhyth¬ 
mic or otherwise, is often an indication of wider 
abnormality in the higher functions of the brain, 
and it is interesting to compare with this body¬ 
rocking of children who show no intellectual defect 
the very similar rocking which is often seen in 
imbeciles. 

There is one movement which I must mention 
in this connection, for it must be distinguished 
from the harmless body-rocking to which I have 
referred, namely, the movement which sometimes 
accompanies masturbation in the sitting position. 
I have notes of several such cases. For instance a 
girl aet. 5 years was brought with the history that 
she would several times a day, when she thought 
herself not observed by her mother, rock herself 
backwards and forwards as she sat on her chair, at 
the same time turning red in the face, and per¬ 
spiring, and then turning white as if exhausted. 
Inquiry showed that masturbation occurred at 
night also, and it was evident from the child’s 
appearance that her health was being impaired. 

Head-nodding. 

Entirely distinct from the head-movements, 
which I have already described, is the so-called 
“ Head-nodding of infants.” The movements in¬ 


cluded under this term, and sometimes spoken of 
as “ Spasmus nutans,” are not always as the name 
might seem to imply, an antero-posterior nodding, 
but may be a lateral rotation of the head as in 
negation, or a combined antero lateral movement, 
a sort of pendulum action. Whichever variety is 
present, it is a rhythmic, even swaying, which, 
when it is antero-posterior, much resembles the 
nodding of the common toy-donkey’s head. 

These movements occur only when the child is 
sitting up and cease directly the head rests on a 
pillow, herein, as you will observe, differing from 
head-rolling, which occurs almost exclusively when 
the child is lying down. There is, moreover, 
a difference in the character of the movements ; 
the head rolling has the appearance of being a 
voluntary movement, and as such is more vigorous 
than head-nodding, which usually appears to be 
1 quite involuntary, and is generally a much less 
j extensive and less forceful movement. 

! In the majority of cases also head-nodding is 
| associated with ahother movement with which head- 
I rolling has usually no association, namely nys- 
; tagmus; so close is the connection that the disorder 
is sometimes spoken of as “ Head-nodding with 
nystagmus.” 

Both the head-nodding and the nystagmus are 
present only at intervals, and either may be notice¬ 
able without the other. The head-movement, for 
instance, will occur at intervals of two or three 
minutes at one time, while at another it may not 
be noticeable for some hours; it occurs in bouts, 
during which the head will gently nod for twenty 
or thirty seconds, at the rate of about one nod per 
second; but in the intervals there is nothing 
abnormal to be seen unless the child fixes its gaze 
when the nystagmus may appear. 

This nystagmus presents a very striking pecu¬ 
liarity in its uniocular predominance; it is almost 
always much more marked in one eye than in the 
other, and sometimes appears to be limited to one 
eye. It may be vertical, horizontal, or rotary, and 
is usually very fine and very rapid, therein differing 
from nystagmus in many other conditions where 
its range is much coarser. 

Often the nystagmus can be elicited in these 
| cases of spasmus nutans by fixing the child’s head 
| between the palms of one’s hands. 

! With the head-nodding and nystagmus another 
I curious symptom is usually noticeable—the child 
Digitized by VjOOQIC 



The Clinical Journal.] 


DR. STILL. 


[Nov. 21,1906. 91 


often looks at objects “ out of the corners of 
its eyes,” turning the head downwards and slightly 
to the opposite side, “in a funny, coy sort of 
manner,” as one doctor told me, whose infant 
showed this symptom before the head-nodding 
had been noticed. 

This curious disorder has its onset almost in¬ 
variably during the period between the ages of 
five months and twelve months, and very rarely i 
lasts beyond the end of the second year; it cor¬ 
responds, therefore, like head-rolling and head¬ 
banging, very closely to the period of dentition. 

Like head-rolling, also, it is associated with more 
or less rickets in a large proportion of the cases 
(twenty out of twenty-five under my own observa- ! 
tion). An illness or injury, perhaps by its general 
depressing effect, seems to predispose to this dis¬ 
order. I have noted the onset of spasmus nutans 
during convalescence from diarrhoea, bronchitis, 
scurvy, diphtheria, and after a fall on the head. 

But there is one feature in the aetiology of this 
disorder which seems to distinguish it from all the 
other movements which I have described, namely, 
its remarkable seasonal incidence. As Dr. J. 
Thomson, of Edinburgh, has pointed out, this dis- 1 
order scarcely ever begins in the summer; in 80 | 
per cent, of the cases according to my own statis- 1 
tics its onset is during the five months November j 
to March, whereas the other movements, to which ' 
I have referred, seem to begin with equal frequency i 
at any season of the year. | 

Chiefly on the seasonal incidence has been 
built up an attractive, but I venture to think unten¬ 
able, theory of the causation of spasmus nutans. 
Its season of onset is the dark time of winter; 
miners who work in a dim light suffer with | 
nystagmus, and occasionally also with rhythmic ' 
swaying of head and trunk ; some of the infants j 
with spasmus nutans live in ill-lighted dwellings; | 
moreover the disorder is hardly ever seen in the 
well-to-do, who presumably live in well-lighted 
houses. The order of events, therefore, is, first, 
an ill-lighted room, hence nystagmus and then the 
secondary development of head-nodding. To this 
I would object that the home is by no means 
always ill-lighted, that some of the infants have 
spent much of their time out of doors, that the 
head-nodding would seem to occur earlier than the 
nystagmus in the majority of cases, that miner’s 
nystagmus, so far as I have been able to ascertain 
from authorities, does not show the uniocular pre¬ 
dominance which is so striking in spasmus nutans, 
and, moreover, that head or trunk movements 
would appear to be very rare in miners; and 


lastly, I would suggest that the seasonal incidence 
is not related to light at all, and would compare 
the seasonal incidence of laryngismus stridulus, 
another nervous disorder closely associated with 
rickets, in which deficiency of light can hardly be 
supposed to play any part. The curve corresponds 
fairly closely with that of spasmus nutans, the 
maximum incidence is during the five months 
November to March. 

I cannot leave the subject of head-nodding 
without some reference to another form of head- 
movement which has been confused with it, 
namely, the head-jerking which is occasionally a 
manifestation of epilepsy. Here the head is 
dropped or jerked suddenly forward, and a series 
of such nods or jerks may occur; sometimes, 
according to West, as many as fifty or more in 
succession; the child at the time has a vacant 
appearance probably with more or less complete 
loss of consciousness. The head-jerking may 
occur without any spasm of the limbs, but sooner 
or later more widespread spasm is likely to occur, 
so that the attack resembles the more ordinary 
attacks of epilepsy; but even when the clonic 
spasm of the head is the only 'manifestation, the 
sudden onset of each attack, the more jerky 
character of the movement, the vacant appearance 
or loss of consciousness and probably change of 
colour, all make the distinction from spasmus 
nutans obvious; indeed, it is probable that what¬ 
ever confusion has arisen is owing less to any 
resemblance between the disorders than to the 
unfortunate use of the term “eclampsia nutans” 
for this form of epilepsy which bears no relation 
whatever to spasmus nutans. 


Treatment. 

For most of the movements which I have 
described the first point to be determined in 
treatment is the underlying cause; it may be 
possible to relieve a middle-ear catarrh, it may be 
advisable to give some drug, perhaps even in very 
rare cases to lance the gums to relieve the worry of 
dentition, but often it is impossible to find any 
cause, and we are driven to treat the symptoms. 
It has seemed to me that phenazone in such cases 
is sometimes more useful than bromide, but a com¬ 
bination of the two drugs may be still better. Only 
let us be careful that our treatment is not worse 
than the disorder; if the movement is doing no 
harm, and we can assure the parents that its 
continuance can have no ill result, it may be wiser 
to practice a wholesome abstention from drugs 
than to give any of these sedatives, and, indeed, it 
may be that by careful attention to the diet and 
hygiene of the child, particularly in the matter of 
baths and fresh air, we may do more to reduce its 
abnormal tendencies than by many bottles of medi¬ 
cine. 
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Gentlemen,— The subject which I have chosen 
for to-day’s lecture is that of “ Peritonitis in 
Children.” The whole subject of peritonitis is too 
large to dispose of in one lecture, and I intend to 
limit my remarks to the acute forms of peritonitis 
and especially the diagnosis, and I shall not discuss 
what is probably the most common form of perito¬ 
nitis in children, viz. tuberculous peritonitis. The 
“acute abdomen” is perhaps the most anxious 
condition with which we are confronted ; its differ¬ 
ential diagnosis is often extremely difficult at all 
ages, but more so in the child than in the adult. 
We are concerned' with a patient who has little or 
no power of interpreting symptoms or localising or 
describing any pain from which he may suffer : a 
patient so young that he is unable to assist the 
surgeon in his diagnosis by a direct answer to any 
questions, and also a patient nervous, frightened, 
restless, and difficult of examination—such a condi¬ 
tion as is well calculated to put the clinician off his 
guard and to mask, perhaps, some of the more 
important signs upon which he is to rely for his 
diagnosis. Diffuse peritonitis in children often 
runs a more rapid and' insidious course than in 
adults, yet if treated in the early stage it is perhaps 
of better prognosis, for at this period children will 
stand short operations, and they have more power 
to react from these, but long operations are attended 
with considerable shock and often a fatal result 
The early diagnosis is, therefore, of the utmost 
importance. I intend first to consider the diagnosis 
of acute peritonitis in general, and then I will make 
some reference to some of the varieties which occur 
in childhood. 

Some valuable information may be given in the 
history as detailed by the parents or friends, but of 
far more importance is the physical examination. 
History is often misleading, answers which the child 
will give are often fallacious and will throw the 
surgeon off his guard. It is the physical examina¬ 
tion upon which one has to rely. This is more so 
in the child than in the adult. Before conducting 


this examination it is of the utmost importance to 
pacify him, to quiet his nervous agitation and 
reassure him. Unless this be done it will be use¬ 
less to attempt to gain any valuable information 
from the examination of the abdomen. It has 
been suggested that an examination should be 
conducted under a little chloroform anaesthesia. 
This I advise against most strongly. Chloroform 
will take away one of the most valuable signs, 
namely rigidity of the abdominal muscles. When¬ 
ever acute peritonitis is reasonably suspected never 
mask any of the signs with anaesthesia. It is advis¬ 
able to conduct a routine examination of the chest 
before proceeding to the abdomen, and this for two 
reasons. First, an examination of the chest directs 
attention away from the actually painful region, 
and by so doing further confidence in the child 
may be gained, and then the abdominal examination 
will not be so much resented ; and secondly, there 
is often great similarity clinically between an acute 
abdominal and an acute pulmonary disease. This 
similarity is more often observed in the child than 
in the adult. 

In an acute pleural or abdominal disease pain 
referred to the abdomen is quite common. This is 
most generally seen when an acute thoracic disease 
is confounded with acute appendicitis. The actual 
cause of this pain probably differs in different cases. 
In most instances it is probably irritation of the 
intercostal nerves, whilst in others it may be that 
the appendix is also diseased. For instance, the 
child may be the victim of acute pneumonia, and 
also he may suffer pain over the right iliac fossa, 
the appendix maybe inflamed from the same cause 
as the pulmonary trouble—the pneumococcus—but 
this quite slightly ; the lung affection is the impor¬ 
tant and the abdominal the unimportant one. This 
referred abdominal pain may persist throughout the 
course of an acute pulmonary disease or even after 
the resolution of the pneumonic infiltration. In 
addition to the pain constipation and some disten¬ 
sion of the abdomen are frequently seen in children 
suffering from an acute pneumonia. The recogni¬ 
tion of the acute abdominal disease from pneumonia 
becomes, therefore, increasingly difficult. It is 
often a fatal mistake to perform a laparotomy upon 
a child the subject of acute pneumonia. The 
anaesthetic and the shock of the operation aggravate 
the pneumonic condition and a rapid and fatal 
result often follows. 
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The following points are to be carefully con¬ 
sidered in the differential diagnosis of an acute 
abdominal disease from acute pneumonia : 

(1) In some cases of acute peritonitis at the onset 
the temperature is lowered, normal or subnormal. 
This is so in cases of perforative peritonitis, viz. 
from the appendix or stomach. In acute pneumonia 
the temperature rises from the beginning and tends 
to maintain the height to which it originally rose. 
This difference may only be detected at the very 
beginning of the illness, at a period perhaps when 
we are not usually consulted ; and again, it is only 
true in certain forms of peritonitis, and too much 
reliance must not be placed upon it. 

(2) The increased respiration in acute pneumonia 
is generally quite marked, and this is out of propor¬ 
tion to the pulse rate and the pyrexia, and beyond 
the respiratory frequency of acute peritonitis. 

(3) It is in the early stages of the two conditions 


classical signs of acute peritonitis. These are 
generally familiar. But I wish to draw attention to 
some of them which are of the utmost importance 
in the early stage of the disease. 

I have often been struck with the absence of 
vomiting in the child in acute peritonitis, and this 
particularly so in young children. Food may be 
refused for fear of sickness. There is, as a rule, 
some fever throughout the illness. Acute perito¬ 
nitis in adults will sometimes run its course with a 
temperature normal, subnormal, or only slightly 
elevated: in the child there is practically always 
some fever. Constipation is usually present, but 
in the child it is more frequent to have diarrhoea 
than in the adult. This is so because in the child 
there are two forms of peritonitis of relatively greater 
frequency, one the pneumococcal peritonitis, very 
constantly associated with diarrhoea, and the other 
appendicitis very frequently producing diarrhoea 


that diagnosis is difficult, /. e. before there are any 
physical signs of pneumonia. Any symptoms 
pointing to pulmonary disease are of some value. 
For instance, the child may have some “ cough ” 
or some “jerk” in the respiration suggestive of 
a fibrinous pleurisy. 

(4) In acute pneumonia with referred pain to 
the abdomen there is often present also some 
rigidity of the abdominal muscles, and this increases 
the difficulty in diagnosis. But on careful palpation 
the muscles will be found to relax between the 
inspirations, and also perhaps to disappear on a 
more prolonged and deeper pressure. This relaxa¬ 
tion and disappearance of rigidity is not usually 
present in the acute peritoneal infection. 

These points will in the majority of cases serve 
to differentiate diseases above and below the 
diaphragm, but it will occasionally happen that 
acute peritonitis so perfectly mimics acute 
pulmonary disease that a correct diagnosis may be 
well-nigh impossible at an early period. It is not 
infrequently the apical pneumonia which is mis¬ 
taken for peritonitis. The physical signs in the 
lung may be long delayed and there will be no 
pleural friction heard to aid in the diagnosis. The 
points to be most relied upon are : any symptoms 
of pulmonary disease (such as cough), the absence 
of true rigidity of the abdominal muscles as shown 
by their relaxation, and the acceleration of 
respiration. 

It is not my intention to describe in detail the 


1 and some trouble in micturition. Some collapse as 
| shown by the facial aspect and the pulse is present. 

| But collapse in acute peritonitis is often longer 
delayed than in some other acute abdominal dis- 
; eases in children. In acute intestinal obstruction 


and intussusception collapse is evident at the very 
j beginning. 

1 The abdominal signs of prime importance are : 

(1) Pain .—Abdominal pain in younger children 
i is shown by their screaming and restlessness, their 

sudden start from sleep and the curious way they 
have of drawing their hand across the abdomen. 

, This latter sign is often quite characteristic and of 
some diagnostic import. Older children are better 
able to locate their pain, and they tend to lie 
coiled up in bed with flexed legs. The pain may 
be more or less continual, but is often paroxysmal, 
and liable to exacerbations. 

(2) Tenderness of the abdominal wall. —Tender¬ 
ness of the abdomen may be experienced upon the 
lightest pressure. The degree of tenderness varies 
greatly, and it is surprising how in some cases of 
peritonitis in older children considerable pressure 
may be made before eliciting much pain. Deeper 
pressure with the finger-tips in such cases is effec¬ 
tual in eliciting the fact that hyperaesthesia is 
present. 

(3) Muscular rigidity .—This is the sign of most 
importance. It is often difficult to obtain. From 
fear of examination there is a tendency towards 
general rigidity of the abdominal muscles, the 
import of which it may be difficult to determine. 
Great patience with the child is necessary. It is 
impossible to estimate muscular rigidity while the 
child is crying. Voluntary and involuntary mus¬ 
cular spasm must be differentiated. In extensive 
peritonitis there is widespread muscular rigidity, 
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whereas the more local the inflammation the more 
localised is the spasm. A comparison of various 
areas of the abdomen will serve to show where the 
rigidity is greatest and where the inflammation is 
most intense. In some cases this muscular rigi¬ 
dity is not very evident upon superficial examina¬ 
tion. But a little deeper pressure with the 
finger-tips in such cases will produce some reflex 
muscular contraction. In septic peritonitis rigidity 
is nearly always present, but in pneumococcal 
peritonitis it will be much less evident or ^even 
absent. 

These signs, pain, tenderness, and muscular 
rigidity, being all present and associated with a 
more or less sudden onset, some fever and collapse, 
as shown by the facial aspect and pulse, will serve 
generally to establish the diagnosis of peritonitis 
in the early stages of the disease. Late signs, e. g. 
tympanites, immovability of the abdomen, etc., are 
too well known to require any mention. 

A word may be said about a sign often made 
much of in the diagnosis of peritonitis, viz. the 
diminution or disappearance of liver dulness. 
Personally I place no reliance upon this in children. 
Free gas in the peritoneal cavity may cause dimi¬ 
nution or disappearance of the normal liver dulness. 
But the majority of the causes of peritonitis in 
children are not those productive of free gas in 
the abdominal cavity. Mere distension of intes¬ 
tine from any cause may diminish the normal 
liver dulness and this more in the child than in 
the adult. In a gaseous suppurative peritonitis, 
situated more or less locally in the right upper 
half of the abdomen, this sign may be of some 
considerable value, especially when the resonance 
varies with the position of the patient. Such a 
phenomenon is seen in some cases of perforated 
duodenal ulcer. But such a form of peritonitis is 
most infrequent in the child. 

The leucocytic count in the child I do not hold 
of much value. Leucocytosis is present in other 
conditions which have to be differentiated from 
peritonitis. I have found it in pneumonia, intes¬ 
tinal obstruction, enteritis, and purpura haemor- 
rhagica, all conditions which in some measure 
simulate peritonitis. 

In every case of acute or chronic abdominal 
disease a pelvic examination should be made. 
This is most easy in the child and by this route 
one can reach so high in the child’s small pelvis. 
Great tenderness, excessive heat, indefinite tume¬ 
faction, a thickened appendix, local pelvic abscesses, 
and so forth are conditions manifested through 
the rectal examination. The rarer condition of 
gonorrhoeal peritonitis may be diagnosed in this 
way. Other conditions, e.g. intussusception, may be 
evident. Some blood and mucus may be voided 
after a rectal examination. Mucoid discharge 
from the rectum is common in pelvic appendicitis 
and occasionally a little blood, but blocd in any 


quantity points to some condition other than 
peritonitis. 

There are many abdominal diseases which may 
be confused with peritonitis. The more common 
are: simple colic, an acute gastric disturbance, 
i intussusception, acute intestinal obstruction, and 
acute enteritis. To give the differential points in 
the diagnosis of each of these conditions would 
be needless repetition, having already pointed out 
the cardinal signs of peritonitis. It sometimes 
I happens that children with spinal caries suffer from 
j severe abdominal pain referred along the intercostal 
I nerves. There is really no likeness between this 
and peritonitis. But it serves to impress us that 
| we should never forget to examine the spine in 
any case of abdominal pain in children. I have 
recently seen two cases where purpura haemor- 
rhagica in the child gave rise to a little difficulty in 
diagnosis. In these cases the child was taken 
suddenly ill with severe abdominal pain, vomiting, 
and some fever. The pain was colicky in character 
and referred all over the abdomen. This was, 
however, shortly followed by purpuric spots in the 
skin, subcutaneous haemorrhages, and blood was 
passed per anum . 

Varieties of peritonitis in children .— Some of 
these are rare and some relatively common ; they 
are all of equal importance in the differential dia¬ 
gnosis. 

Perforated gastric ulcer .—Many varieties of 
ulcer have been described as occurring in the 
child’s stomach, viz. the haemorrhagic erosion, the 
follicular ulcer, the tuberculous, syphilitic and even 
diphtheritic ulcer, and the ulcer produced by the 
burns of caustics. In addition to these an ulcer 
occurs analogous to that which is of such frequency 
in the stomach of older persons. This ulcer has 
been discovered not infrequently on account of per¬ 
foration. In a few cases it has produced scar con¬ 
traction, requiring operative interference, similar to 
that of adults. Statistics from post-mortem records 
and operation reports show that this ulcer in the child 
is very rare. Perforation has been seen in babes 
a few days old, but in children it is relatively more 
frequent at an older age than this and from recorded 
cases it has occurred usually from six years and 
onwards. 

Perforated gastric ulcer has hardly, if ever, been 
diagnosed in the child, and this probably on account 
of its rarity. Some cases have been recognised as 
suffering from acute peritonitis and have been 
considered as appendicular in origin, and this pro¬ 
bably on account of its frequency as a cause of 
peritonitis in children. It might be asked, Are 
there any signs by which gastric perforation in the 
child might be recognised ? Perhaps the number 
of cases recorded is too small to give a definite 
answer to this question, but judging from reports 
of cases, in a relatively large number symptoms 
have been present before perforation, pointing to 
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disease of the stomach, and these would probably 
have been sufficient to diagnose the disease had it i 
occurred in an older patient. Such symptoms are: 1 
dyspepsia, abdominal pain, pain occurring shortly 
after a meal, haematemesis, and burning in the 
epigastrium, fear of taking food because of the 
pain caused thereby, and loss of appetite. In other 
cases the perforation has not been preceded by 
any symptoms pointing to the stomach. The | 
catastrophe is usually quite sudden, as in any other j 
perforation of the gastro-intestinal tract, and when 
symptoms of peritonitis develop they are more or 1 
less diffused over the whole abdomen and may be 
mistaken for any other form of peritonitis. ! 

The cause of the peritonitis could only be sus- i 
pected by bearing in mind that perforated gastric I 
ulcer will sometimes occur in children, and also i 
by paying attention to any previous symptoms 
which have reference to the stomach and not 
accepting too hastily the evidence of the parents 
or friends that the child was perfectly well before 
the sudden catastrophe. I 

Peritonitis of intestinal origin. —Simple ulcers of j 
the intestine have been known to perforate and 
cause peritonitis. The peritonitis has no dis¬ 
tinguishing mark unless there have been symptoms 
previously pointing to disease of the intestine. 
Typhoid ulcers perforate and cause peritonitis, or 
more rarely may peritonitis occur without any per¬ 
foration. Perforation from a typhoid ulcer is rare 
in the child ; it is more difficult of recognition than 
in the adult. It must be very rare for perforation 
to occur in an ambulatory case of typhoid fever. 

Tuberculous ulcers of the intestine will occa¬ 
sionally perforate. Two clinical forms of peri¬ 
tonitis occur. In the one case the patient is i 
suffering from advanced tuberculosis, pulmonary ' 
and abdominal, has had exhausting diarrhoea for j 
some time, is extremely emaciated and profoundly ! 
cachectic. The perforation is the final stage and ; 
is generally only recognised at the autopsy. In | 
the extremely emaciated and cachectic state of the 
patient there are probably no clinical signs point¬ 
ing to diffuse peritonitis. Such cases are hopeless 
from the point of view of treatment and a rapidly 
fatal issue occurs. In the second case the tuber¬ 
culosis is less advanced and has not reduced the 
patient to such a critical condition. There is 
perhaps evidence of pulmonary or abdominal 
tuberculosis, but the general condition is fairly 
satisfactory. Perforation occurs with acute sym¬ 
ptoms. The diagnosis of this condition may be 
made when it is known that the child is the sub¬ 
ject of intestinal tuberculosis, and is more or less 
suddenly seized with the acute symptoms of peri¬ 
tonitis. In the very unusual cases where the 

signs of intestinal tuberculosis have not been 
present the diagnosis is practically impossible. 

Peritonitis in association with Meekers diverti¬ 
culum. —This intestinal diverticulum is prone to 


more or less the same diseases as is the appendix 
vermiformis. It may become acutely inflamed 
and from this may arise a spreading peritonitis. 
The symptoms of onset are quite abrupt. The 
diverticulum being more often located in the lower 
abdomen, the pain and tenderness of peritonitis are 
more often located here. Within a day or two an 
indefinite swelling forms. This has a variable 
situation, but is very frequently located in the 
umbilical region. The similarity of this condition 
to appendicitis is naturally very great. One point 
of differentiation may be seen in the situation of 
the swelling. The swelling from a diverticulum is 
frequently situated in the umbilical or hypogastric 
area, leaving the iliac fossa empty. This is by no 
means absolute though, for it may be almost any¬ 
where, and moreover the appendicular swelling 
has various situations and may not occupy the 
outer portion of the iliac fossa. 

Appendicitis. —This is the most common form of 
peritonitis in children. This disease has been 
extensively written about, and it is so familiar that 
I shall merely refer to one or two points concern¬ 
ing it which show that it has some special features 
in children which call for consideration. 

The relative frequency of diffuse peritonitis is 
greater in the child than in the adult. This may 
be on account of the comparative shortness of the 
omentum which fails to enclose the inflammation. 
This diffuse peritonitis has often an insidious 
course. The onset may be acute or subacute. It 
is impossible to predict at the onset what clinical 
course the disease will run. Some cases of diffuse 
peritonitis have quite mild symptoms at the com¬ 
mencement. There is sometimes surprisingly little 
tenderness of the abdomen, and so insidious is the 
course of the disease that rigidity of the abdominal 
muscles is only detected on deep palpation. 
Diffuse peritonitis is very difficult of recognition. 
All the signs must be considered together. 
Although at the beginning the course is so in- 
.sidious, yet the disease runs rapidly to a fatal 
issue. A late operation in these cases is attended 
with a heavy mortality : an early and quickly per¬ 
formed operation is often well borne and may 
result favourably. 

Diarrhoea is comparatively frequently present in 
appendicitis in children, and so is frequency of mic¬ 
turition and pain accompanying the act. Pelvic 
peritonitis is relatively more frequent than in 
adults. 

These points, frequently found in appendicitis 
in children, should always be borne in mind, 
especially the insidious course of diffuse peri¬ 
tonitis. A rectal examination should never be 
omitted. 

Gonorrhmal peritonitis. —This form of peritonitis, 
although not common, is probably not so infrequent 
as is generally believed. Probably it is only the 
gonorrhoeal and not other forms of vulvo-vaginitis 
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which leads to peritonitis. Peritonitis may occur 
as a complication of a recent or a long-standing 
infection. The onset of peritonitis is quite sudden, 
and often the discharge at the time is slight and 
inflammatory irritation absent, and unless carefully 
looked for and the history inquired into the cause 
may be entirely overlooked. The pain is felt 
mostly in the pelvis and lower abdomen : some 
abdominal distension, possibly vomiting and eleva¬ 
tion of temperature, occurs : the pulse rate increases 
and some collapse is present; there is distinct 
tenderness and rigidity of the muscles of the lower 
abdomen. Constipation is usual but diarrhoea 
may occur. The child presents the picture of an 
acute peritoneal infection of the lower abdomen 
and the question of laparotomy is often raised and 
has been performed when it is unnecessary. The 
diagnosis made in these cases has been appendicitis. 
The recognition of gonorrhoeal peritonitis depends 
upon two points, viz. the presence of vulvo-vaginitis 
and the peritonitis being more or less limited to 
the pelvis. 

Gonorrhoeal peritonitis in the child has an abrupt 
onset and usually an early subsidence. The child 
often begins to improve in forty-eight hours or so 
and recovery occurs in about a week or ten days. 
The majority of cases do not require laparotomy; 
resolution occurs under medical measures. It 
sometimes happens that operation is indicated for 
local suppuration, pyosalpinx, etc., but these cases 
are in the minority. 

Pneumococcal peritonitis .—This form of peri¬ 
tonitis is more or less unique and requires special 
mention. Pneumococcal peritonitis is a disease of 
much greater frequency in the child than in the 
adult, and it is the female child which is generally 
affected. The disease is now fully recognised and 
is not so very rare. There is reason to regard 
some forms of peritonitis in children, called 
idiopathic peritonitis, and some of the forms 
described as acute tuberculous peritonitis, as really 
of pneumococcal origin. Pneumococcal peritonitis* 
is essentially acute. It may be primary, i.e. when 
the peritonitis is the sole or predominating feature 
of the pneumococcal infection, or it may be 
secondary to some other lesion, and this in the 
majority of cases is the lung. The peritoneal 
inflammation may be local or diffuse, i.e. maty 
terminate in an encysted abscess or the whole 
peritoneum may be involved. The type seen most 
frequently in the child is the primary encysted 
form, and then probably the primary diffuse form. 
The primary encysted form is the one of special 
interest because it has a definite symptomatology, 
a definite course, the diagnosis may often be made, 
and the prognosis after surgical treatment is good. 

The course of such a case is as follows : 

The child is taken suddenly ill with acute 
abdominal pain, general vomiting, and fever. The 
pain may be localised or more diffused, generally 


the latter. Vomiting is generally present at the 
onset only, lasting a few hours. Diarrhoea is a 
common symptom: so common is it that it is a sign 
of considerable diagnostic importance. These are 
the cardinal signs of onset, and they persist with 
the exception of the vomiting for some days. 
During this stage of the illness the abdominal pain 
is not very acute except at the commencement, and 
the rigidity of the abdominal muscles on palpation 
is very little marked, differing thus from acute 
septic peritonitis. The diarrhoea then ceases and 
the temperature falls. After about ten days or so 
an abdominal swelling forms. This is generally in 
the lower abdomen, sub-umbilical and hypogastric, 
perhaps more to one side of the mid-line. With 
the formation of the swelling the temperature again 
rises. This swelling is not excessively tender. 
If allowed to go on untreated it steadily increases 
in size and may occupy a considerable portion of the 
abdominal cavity, and then its natural course is to 
point at the umbilicus, and rupture here with the 
evacuation of the pus; this spontaneous opening 
of the abscess occurs about a month from the 
onset of the illness in untreated cases. During 
this time the child wastes considerably. This is a 
brief sketch of the clinical course of a case of 
primary encysted pneumococcal peritonitis, and, 
taken as a whple, it is seen to have a definite 
symptomatology. There are one or two diseases 
with which it may be confouitded. These are 
principally appendicitis, typhoid fever, and tuber¬ 
culous peritonitis. The essential points in the 
diagnosis are the abrupt onset, abdominal pain, 
fever, and most important the early and persistent 
diarrhoea which resists all medical treatment, and 
later the abdominal distension and abscess forma¬ 
tion. 

When the peritonitis is secondary to some other 
pneumococcal lesion the signs are somewhat simi¬ 
lar but more difficult of detection, Tor we have 
the signs of the peritonitis grafted on to those of 
the primary disease, the one masking the other. 

The acute onset is not so marked and may be 
absent, and all other signs may have been so slight 
as to have escaped notice until the abscess 
forms. 

Diffuse pneumococcal peritonitis differs from 
the encysted form. It is similar in that it has an 
abrupt onset and is characterised by the same 
early symptoms—acute abdominal pain, vomiting, 
fever, and diarrhoea. Early prostration occurs and 
the disease runs a rapidly fatal course. The acute 
cases are as virulent as any septic peritonitis and 
from these they cannot be differentiated. Some 
cases run a more protracted course and end fatally 
during the second or third week. The duration of 
the illness, longer than that of septic peritonitis, 
may suggest the diagnosis of pneumococcal 
peritonitis. 

November 19 th, 1906 . 
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A CLINICAL LECTURE 

ON 


SOME CASES ILLUSTRATING THE 
SURGERY OF THE SPLEEN. 

Delivered at St. Bartholomew's Hospital. 

By D’ARCY POWER, F.R.C.S.Eng., 
Surgeon to, and Lecturer on Surgery at, the Hospital. 


Gentlemen,— The spleen is one of the organs 
which less frequently requires surgical interference 
than many others within the abdomen. But cases 
come under our observation in the wards from time 
to time, and you will occasionally meet with them 
in your practices presently, so that I shall call your 
attention to those which I have myself treated 
within the last few years. 


Case i. Removal of an Enlarged .and 
Displaced Spleen—Recovery. 


History .—A widow aet. 42 years, mother of two 
children, the youngest being twenty-five, consulted 
Dr. W. S. A. Griffith for an abdominal tumour 
which was thought to be ovarian. Examination 
showed that the uterus and its appendages were 
normal, and the patient then came under my care. 
She said that three and a half years previously she 
had struck her left side just over the lower ribs 
whilst she was moving a piece of heavy furniture, 
and she dated the beginning of her abdominal 
discomfort very definitely from the time of the blow, 
though it was not until two years later that she 
noticed the increase in size in the lower part of her 
abdomen. The swelling had caused her much pain 
and inconvenience during the last twelve months : 
she had had attacks of indigestion and vomiting, 
and she had lost flesh. 

Anamnesis .—The patient was a healthy-looking 
woman with a florid complexion, who complained 
less of the inconvenience of the tumour than of the 
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remarks to which it gave rise, for her abdomen 
was as large and prominent as it had been during 
the sixth and seventh months of her former 
pregnancies. 

Examination of the abdomen showed a large 
tumour filling the whole of the left side and extend¬ 
ing to the right of the umbilicus. The surface was 
smooth, and there was a definite edge notched at 
its lower part. It was freely movable from side to 
side, but any attempt to push it upwards caused 
pain, and the swelling was tender at the upper part 
just beneath the ribs. The tumour was dull on 
percussion in the flank, but resonant in front where 
the intestines lay above it. 

Operation .—I opened the abdomen on September 
6th, 1899, making a 5-inch incision in the left 
linea semilunaris. The spleen was easily delivered 
from the abdominal cavity, and was found to 
measure 8 inches in length. It was attached by 
so long a pedicle that it hung free by the side of 
the patient, and almost lay on the operating table. 
The patient showed signs of collapse when the 
pedicle was stretched in this manner, but recovered 
as soon as the spleen was supported. The pedicle 
measured 4 inches across, and consisted of fatty 
connective tissue with many large veins; the tortuous 
splenic artery was easily seen lying in the centre. 

The connective tissue overlying the artery was 
first dissected away for about an inch, and a double 
silk ligature was passed beneath the vessel, which 
was tied in two places about half an inch apart and 
divided. The pedicle was then ligatured in half¬ 
inch segments from below upwards and was divided. 
The cut end of the pedicle was carefully examined 
to ascertain whether any vessel had escaped ligature, 
and the operation was delayed nearly ten minutes 
until I had satisfied myself that it was absolutely 
free from oozing. When everything appeared 
secure the stump of the pedicle was returned to 
the abdomen. The suspensory ligament was only 
represented by a little loose connective tissue, and 
gave no trouble as it was secured by a single liga¬ 
ture of silk. The wound was closed by a continuous 
suture of fine silk, interrupted sutures of sterile 
catgut through the abdominal muscles, and apo¬ 
neurosis of the external oblique and a continuous 
suture of silkworm gut through the skin. 

There was very little haemorrhage during the 
operation, but the spleen contained a good deal of 
blood which ran out and clotted after the organ 


had been removed. The operation lasted an hour 
and a half from the beginning of the anaesthetic to 
the application of the dressing, part of the time 
being spent in making the skin aseptic. Gas and 
ether were administered during the first three 
quarters of an hour, chloroform afterwards. 

After-history .—The patient bore the operation 
excellently, her pulse being 96 and of good volume 
after she had been put to bed. She passed a 
fairly good night and on the following day was 
only complaining of a little flatulence, which soon 
passed off. From the time of the operation until 
the fifth day the patient presented evidence of 
some sympathetic irritation in a curiously agonised 
expression, of which she was quite unaware, 
reminding one of those who suffer from abdominal 
cancer or commencing tetanus. The facies seemed 
to be due to a slight tonic contraction of the 
platysma and its connections, but in no other way 
was there evidence of sympathetic disturbance and 
the patient was quite cheerful. 

She remained comfortable for many days with 
a normal temperature and a pulse of 64. The 
stitches were removed on the seventh day, when 
the wound was healed except for a small stitch 
abscess at the lower part, which had disappeared on 
the ninth day. 

I then went for my summer holiday and on my 
return found that she had progressed satisfactorily 
until September 28th—the twenty-second day after 
the operation—when her temperature began to 
rise. Two days later she was suddenly seized with 
intense pain in her left side, whilst the actions of 
the heart and diaphragm were impeded and she 
was thought to be dying. The symptoms, which 
were evidently very alarming, passed off spon¬ 
taneously and were succeeded by a similar attack 
two days later. Mr. Walsham kindly saw the 
patient in my absence and opened a localised sub- 
diaphragmatic abscess by an incision carried 
parallel to the scar of the former wound and 
about 2 inches to its outer side. There was free 
bleeding for several days afterwards, apparently 
from an artery at the bottom of the abscess cavity, 
pus was discharged by the bowel, and a faecal 
fistula formed. The fistula soon closed, leaving 
only a small sinus through which silk ligatures 
came away from time to time. The general con¬ 
dition of the patient remained good : she increased 
in weight, her temperature became normal, and 
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she went home on October 18th, the forty-second 
day after operation. 

The patient was under my care in Lawrence 
Ward during the month of November, 1901, for the 
cure of an ulcer in the upper part of the tibia. 
The ulcer healed whilst she took iodide of 
potassium and ceased to heal when this drug was 
omitted. She appeared at this time—two years 
after the operation—to be well nourished, of a 
ruddy complexion, quite cheerful and able in every 
way to follow her usual occupations and enjoy her 
life. The original line of incision through which 
the scar was removed was almost imperceptible, 
but there was a depressed scar at the point where 
the fcecal fistula had discharged itself, and to this 
point she referred some occasional dragging sensa¬ 
tions, due no doubt to the presence of adhesions. 
Dr. Andrewes—pathologist to the hospital—kindly 
examined a sample of the urine she passed in 
twenty-four hours and reported that it contained a 
considerable quantity of proteolytic ferment like 
pepsin, but that he was unable to ascertain whether 
any pancreatic ferment was present. 

Description of the spleen removed. —The spleen 
was estimated to weigh about two and a half 
pounds immediately after the operation and whilst 
it was full of blood. It weighed between seven¬ 
teen and eighteen ounces after it had been kept in 
spirit for six months. A microscopical examina¬ 
tion showed that there were no new elements 
present, and that the enlargement was due to 
simple hypertrophy. 

Blood examination. —Dr. J. H. Drysdale, who 
kindly examined the blood of the patient on 
September 14th, 1899—the eighth day after the 
operation—reported : “ Haemoglobin, 69 per cent.; 
red cells, 4,230,000 ; number of leucocytes, 17,000; 
lymphocytes, 1875 per cent.; large mononuclear, 
12*5 per cent. ; polymorphonuclear, 65 *5 per 
cent.; eosinophile, 3*5 per cent. There were no 
myelocytes or atypical cells. The blood was taken 
before the mid-day meal, the patient having had a 
boiled egg, toast, and coffee, for breakfast, with 
lamb, vegetables, and a fried sole on the previous 
day. Remarks —Leucocytosis, the large lympho¬ 
cytes (mononuclear) relatively as well as positively 
increased.” 

Fifty months later—in November, 1901—Dr. 
Drysdale again examined the blood of this patient 
and found it practically normal; for it contained—^ 


red corpuscles, 4,800,000; white corpuscles, 11,000; 
neutrophile corpuscles, 64*5 per cent.; lympho¬ 
cytes, 28 per cent.; large mononuclear corpuscles, 
4 per cent.; eosin corpuscles, 3 per cent.; a single 
basophile corpuscle was seen during the blood- 
count. 

Looked at in the light of subsequent events— 
the subphrenic abscess forming at the end of three 
weeks, the ulceration of the pedicle, and the ulcer 
of the leg which healed under potassium iodide— 
I have no hesitation in classifying this enlargement 
under the heading of syphilitic hypertrophy, though 
some credit ought to be given to the patient’s 
statement that the immediate and exciting cause 
was an injury over the region of the spleen. 

I have endeavoured, but unsuccessfully, to dis¬ 
cover the whereabouts of this patient. She moved 
from London to Brighton, whence she came to see 
me in good health and spirits in the summer of 
1903 but I have not since heard of her. 


Removal of Spleen for Primary Sarcoma; 
Death Six Months Later. 


A married woman aet. 49 years was admitted 
into Paget Ward on October 30th, 1905, complain¬ 
ing of pain and a swelling in the abdomen. 

Anamnesis .—The patient stated that in March, 
1905, she was seized suddenly with a pain in the 
left side of her abdomen. The pain came on just 
after a meal, and was felt chiefly on the left side of 
her abdomen, just below the ribs. The pain 
continued for a week and she vomited repeatedly 
immediately after taking food. There was no 
blood in the material vomited. Her bowels were 
open daily. The pain ceased gradually and for a 
time she was able to go about her work, apparently 
in her usual health. 

She was obliged to leave off wearing stays in 
August, and she then became aware of a swelling 
on the left side of the abdomen, and about this 
time she had a return of pain and sickness, which 
continued until the time of her admission to the 
hospital. The pain became increasingly severe. 

Past history .—Rheumatic fever at twenty-six 
years of age, which left her completely blind for six 
months. She was the mother of ten children, the 
youngest bfein^rffne ye&t/ .old. The menopause 
Accursed ibur years ago. 

, P^sznt.coftdit “The ^ patient is a thin, 
* sallow-Qaip^exjQp^d , ; woman with a temperature of 
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98° F. and a pulse of 96, who says that she has 
been losing flesh lately. 

“ The abdomen contains a large solid tumour, 
extending as high as the left costal margin and 
downwards as low as the anterior superior spine 
of the ilium, backwards into the loin and beyond 
the middle line in front. The swelling is tense 
and smooth, except for an irregular surface just 
below and 3 inches to the left of the umbilicus. 
It is painless except for a single tender spot at the 
level of the umbilicus and about 4 inches to its 
left side.” The lump was dull everywhere, and it 
did not appear to have any connection with the 
pelvic organs. The urine was clear, dark in 
colour, specific gravity 1026, no albumen or sugar. 
It contained a few phosphates and 24 oz. only 
were passed in the course of twenty-four hours. 
There were no abnormal constituents detected on 
microscopical examination. 

The tumour was therefore stated to be neither 
renal nor pelvic, and it was assumed provisionally 
to be splenic in origin. 

An incision was made vertically over the swell¬ 
ing for about 6 inches on November 6th, 1905, 
and a large tumour was found with adherent 
omentum. The tumour proved to be the spleen. 
The splenic artery was much enlarged; it was 
ligatured in two places and divided; the branches 
of the splenic vein were afterwards treated in the 
same manner. The tumour was removed without 
difficulty and was found to weigh 66 oz. An 
accessory spleen was present, but it was left in 
position as it did not appear to be affected. 
Several pieces of omentum which were involved 
in the growth were removed, and numerous en¬ 
larged lymphatic glands were scraped away with a 
sharp spoon as it was found impossible to remove 
them. The omentum was thoroughly examined 
and washed, the peritoneal cavity was irrigated 
with saline solution at a temperature of 115 0 F., 
and the abdomen was closed after the insertion of 
a single drainage-tube. The operation was well 
borne and the pulse was 112 at the end of it. 

The patient made an uneventful recovery. 
There was no swelling of the lymphatic glands 
and no pain in the limbs afterwards. She was 
discharged frohj* (hej hdspitaj ot] # £^c$mber. 9th, , 

. _ •• ••••_ • *! 1 • ' * ••••• i 
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matous new growth which had undergone very 
extensive necrosis. The lower two thirds pre¬ 
sented a globular enlargement, and over the whole 
of this area, with the exception of a small part at 
the lowest extremity, the splenic tissue was re¬ 
placed by a whitish new growth. A microscopical 
examination showed the growth to be a round- 
celled sarcoma. Half the spleen is preserved in 
the museum of St. Bartholomew’s Hospital (No. 
2304 d). The presence of the accessory spleen 
made it impossible to determine the effect upon 
the blood of the removal of the main organ, but 
successive differential blood-counts showed no 
change of importance in the number or variety 
of the corpuscular elements. The patient went 
home and was able to attend to her household 
duties for a few weeks and then failed gradually 
and died on May 8th, 1906, just six months after 
the operation. 

This case is exceptionally interesting on account 
of its rarity. Dr. Bessel-Hagen (‘Archi f. klin. 
Chir.,’ Bd. 62, 1900, p. 199) states that five cases 
of splenectomy for primary sarcoma were recorded 
up to the year 1890, of which three recovered and 
two died. Four cases were recorded between 1891 
and* 1900, of which three were cured and one 
died. I find that Dr. J. Collins Warren operated 
upon a case in the Massachusetts general hospital in 
1899 (‘The Annals of Surgery,’vol. xxxiii, 1901, 
p. 522), and Dr. Simon (‘ Beitrage zur klin. Chir.,* 
Bd. 53, 1902, p. 318) gives the details of another 
case occurring in Prof. Garre’s clinic at Konigs- 
berg. Dr. Warren’s case died, unfortunately, and 
Prof. Garre’s recovered. The total number of 
cases, therefore, of splenectomy for sarcoma of 
the spleen is twelve; eight of the patients re¬ 
covered. 

These cases bear out the general knowledge that 
the operation of removing the spleen may be 
undertaken with a good prospect of success, and 
that the patient may afterwards lead a happy and 
useful life for many years. Vanverts in 1897 col¬ 
lected the records of 274 cases of splenectomy, from 
which it appeared that no less than 170 patients 
had recovered. The immediate danger attending 
the operation lies in the haemorrhage and in the 
number of adhesions rather than in the shock. 
The numerous and thin-walled veins are liable to 
tear if they are treated roughly, and in the two 
£ases I have told you about to-day I was careful to 
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use floss silk rather than the thin, hard, silk ligatures 
which we are accustomed to employ in the operat¬ 
ing theatre, and I was equally careful not to tie the 
knots jerkily. 

Ruptured Spleen. 

A boy aet 16 years was admitted into the 
hospital on September 18th, 1900, at half past two 
in the afternoon, saying that he had been “ winded” 
by a horse which kicked him in the stomach whilst 
he was feeding it. He was in great pain when I saw 
him, the respirations were quick and shallow, and his 
abdominal muscles were rigid. No bones were 
broken and there was no sign of abdominal bruising 
except a superficial graze just to the left of the 
ensiform cartilage. The pulse was no. 

The patient passed a fairly good night, sleeping 
with his thighs flexed upon his abomen. His con¬ 
dition on the following day gave no cause for 
special anxiety, except that he did not rally com¬ 
pletely from the shock. His temperature was 
98*4°F., his respirations were shallow, his pulse 
was rapid but regular and his ahdominal muscles 
remained rigid. He again slept well all night and 
on the following day, September 19th, his tem¬ 
perature was ioo‘6°F., his respirations were quick 
and shallow, and his pulse was 92. At mid-day lie 
suddenly became worse. He vomited, his pulse 
rose to 120, and his abdomen began to swell; when 
I saw him it was rigid and motionless, the liver 
dulness had disappeared, and the flanks were dull. 

I opened the abdomen without further delay in 
the middle line above the umbilicus. Pure blood 
issued from the peritoneal cavity, slowly at first, 
but in a full and dark-coloured stream as soon as 
the intestines were disturbed. The intestines and 
left kidney seemed uninjured, but on passing my 
finger upwards I felt a laceration at the lower and 
inner part of the spleen. I cut down upon the 
spleen in the left hypochondrium and carefully 
plugged the splenic area with thymol gauze. A very 
moderate amount of pressure was sufficient to stop 
the haemorrhage. The first wound was closed and 
the patient was sent back to bed with a firm 
bandage round his abdomen. The plugging was 
allowed to remain until the 22nd, when it was re¬ 
moved under an anaesthetic and the wound was 
closed with silk sutures. The patient made an abso¬ 
lutely uneventful convalescence. The wounds were 
soundly healed on October 15th without any 


bulging, but for the sake of precaution he was 
fitted with an abdominal belt; he left the hospital 
on October 20th. 

My house-surgeon, Mr. Loughborough, has 
endeavoured to trace the subsequent history 01 
this patient but without success as he has long 
ago moved from his lodgings and has left no 
address. 

In the next case I should have done better if I 
had removed the spleen. The patient was a man 
aet. 23 years, who was climbing on to the seat of a 
railway van when his horses moved and he was 
thrown down so that the wheels passed over his 
abdomen. He was admitted to the hospital on 
November 12th, 1900, within half an hour of 
the accident. At first he was collapsed but he 
soon recovered and complained of great pain in 
the upper part of his abdomen. His pulse was 82 
and regular. The abdomen moved on respiration, 
and was resonant, with normal liver dulness. It 
was very tender in the epigastric and hypo¬ 
chondriac regions, but there was no bruising ex¬ 
ternally. Four hours after his admission I was 
summoned to another emergency case and I was 
asked to see this patient. His pulse was then 
more rapid and more irregular. He appeared to 
be so collapsed and in such pain that I had him 
taken to the operating theatre, where I explored 
his abdomen through a median incision above the 
umbilicus. There was a gush of blood from the 
peritoneal cavity as soon as the intestines were 
disturbed. The blood was distinctly venous in 
character, and as it seemed to come frbm the left 
side I explored the spleen at once. ‘ It could 
easily be felt, softened and torn. I therefore 
made a second incision, two inches in length, 
through the left linea semilunaris, and packed the 
injured spleen with strips of thymol gauze, after¬ 
wards closing the median incision. There was 
some haemorrhage after the operation, but it did not 
seem to be severe and the patient remained fairly 
well until 3 p.m. on the day after the operation, 
when the temperature rose suddenly to io2 Q F. 
At 9 p.m. he became very restless, and at 2.30 
a.m., November 14th, he died. 

The autopsy showed that the peritoneal cavity 
contained several ounces of recently effused blood, 
which had collected below the left dome of the 
diaphragm and at the bottom of the pelvis. The 
lower third of the spleen was comoletely detached, 
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and lay at the bottom of the pelvis on the left side. 
The rest of the spleen was much lacerated and 
was surrounded by blood-clot. | 

Both these cases were interesting because the \ 
spleen was ruptured by direct violence and with¬ 
out any serious injury to the abdominal walls. 
We felt sure that each patient was suffering from 
serious intra-peritoneal haemorrhage, but the exact 
seat of injury was doubtful until the abdomen was 
opened. During the last year or two no case of 
ruptured spleen has been admitted into my wards, 
but I shall have no hesitation in removing the 
whole organ when the opportunity arises if there 
are signs of progressive haemorrhage. It is neces¬ 
sary to make this proviso because I show you 
two specimens (Nos. 2308 a and 2308 b, St. Bar¬ 
tholomew’s Hospital museum) in which the spleen 
has nearly repaired itself in spite of an extensive 
laceration. This one (No. 2308 a) was taken from 
the body of a woman aet. 42 years who threw herself 
out of a second floor window upon an alarm of 
fire. She fell a distance of 30 feet, and was 
admitted to the hospital unconscious, bruised, and 
with a simple fracture of the left thigh. She died 
exhausted ten weeks after the accident. On the 
second, third, and fourth days after her fall the 
temperature of the patient was subnormal. It rose 
to ior2° F. on the sixth day, after which it 
became subnormal and so remained until the 
fifteenth day, when it rose and remained high until 
the patient’s death of cystitis and morbus cordis. 
She made no complaint of any abdominal injury 
throughout her illness. 

At the autopsy the spleen was found to be torn 
upon its anterior and external surfaces. The rent, 
passing quite through the organ and involving the 
capsule, is closed by a firm white scar measuring 
one eighth of an inch in diameter. The outermost 
border of the spleen is soft and lacerable. It tore 
when it was separated from the clot which lay 
above it, and for this reason the preparation does 
not look as if it had undergone so great an amount 
of repair as has really been the case. The sub- 
peritoneal tissue was stained of a dark purple 
colour, evidently by an extravasation of blood 
which had taken place some time before death. 
There was also an encapsuled collection of blood 
which had in great part remained fluid and was 
situated immediately around the spleen. 

The second specimen (No. 2308 b) also shows 


an excellent attempt at repair, as the rupture is 
closed by a firmly adherent clot. The spleen has 
been extensively torn on the outer surface, near 
the upper margin ; it was taken from a ivoman aet. 
39 years, who was knocked down and run over by 
an omnibus. She received other severe injuries, 
including a small rupture of the right lobe of the 
liver, and died sixty hours after the accident. 

There are a few other conditions which require 
operation in connection with the spleen, but they 
are of infrequent occurrence. Foremost amongst 
them, on account of the satisfactory results which 
have been obtained, are cases of “malattia del 
Banti.” Band’s disease is characterised by a gra¬ 
dual enlargement of the spleen as the result of an 
overgrowth of its connective tissue, with atrophy 
of the pulp and Malpighian bodies. This hyper¬ 
trophy in the later stages is associated with an 
atrophic cirrhosis of the liver, and post-mortem 
examination often shows the existence of marked 
atheromatous changes in the portal and splenic 
veins and normal bone-marrow. The disease 
progresses slowly but steadily towards death if 
nothing is done. Removal of the spleen in sixteen 
cases was followed by recovery in thirteen accord¬ 
ing to Bessel-Hagen and Tansini (‘ Arch. f. klin. 
Chir.,’ vol. lxii, 1902, p. 209, and vol. lxvii, 1902, 
p. 874). 

Abscess of the spleen either follows an injur)’ or 
it is secondary to the lodgment of an embolus in 
cases of ulcerative endocarditis, to enteric or to 
recurrent fever. When it is diagnosed w r ith any 
degree of probability it must be opened. 

Cysts of the spleen occiir occasionally, either as 
the result of simple cystic degeneration or as 
hydatids. In both cases a thorough exploration 
should be undertaken, and the surgeon ought not 
to recommend or to practise a tapping or explor¬ 
atory puncture. 

November 26th, 1906. 


Professor T. Clifford Allbutt, Regius Professor 
of Physic in the University of Cambridge, has 
kindly consented to preside at the eighth annual 
dinner of the Medical Graduates’ College and 
Polyclinic, which will be held at the Trocadero 
Restaurant, Piccadilly, on Wednesday, December 
12th, at 7.15 for 7.30 p.m. Dinner tickets, ys. 6 d. } 
exclusive of wine, may be obtained from Captain 
Pinch, the Medical Superintendent, 22, Chenies 
Street, Gower Street, London, W.C. 
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TWO LECTURES 

ON 

HIGH ARTERIAL TENSION AND 
SOME OF ITS CONSEQUENCES. 

Delivered at the Medical Graduates’ College. 

By LEONARD WILLIAMS, M.D., M.R.C.P., 
Physician to the French Hospital; Assistant Physician 
to the Metropolitan Hospital. 


Lecture I. 

Gentlemen, —“ High arterial tension ” is an 
expression which is used as a synonym for “ high 
blood-pressure,” than which it is more euphonious, 
but less correct. In the sense in which we shall 
consider it in these lectures it means sustained 
high blood-pressure. Transient high blood- ; 
pressures being for the most part physiological, 
they need not concern us beyond the fact that the 
causes which provoke them must be borne in 
mind when we are endeavouring to estimate the 
significance of a particular reading. 

Until comparatively recently blood-pressure was 
measured clinically by the finger, and very amus¬ 
ing it often was to note the difference in the 
verdicts pronounced by two experts on the same 
patient. Nowadays we use instruments of precision, 
and Prof. Clifford Allbutt very properly insists that 
in an individual case it is as futile to talk about 
blood-pressure without one of these, as it is absurd 
to discuss temperature in the absence of a 
thermometer. Of these instruments, through the 
kindness of Mr. Hawksley, I bring three to show 
you—C. J. Martin’s modification of Riva Rocci, 
Mommery’s modification of Riva Rocci, and Oliver’s 
haemomanometer, which must on no account 
be confused with the hsemodynamometer intro¬ 
duced by the same authority. As others have 
recently lectured to you on the subject of the use 
of instruments for measuring blood-pressure,* I 
will content myself with calling your attention to the 
size of the armlet in these that I show you. It is 
12 cm. broad, a size which is essential for accurate 
reading. Many instruments have an armlet of but 
5 cm. This causes an error of variable amount, 

* Sir Lauder Brunton, “ A Demonstration of Apparatus 
for Measuring Blood-Pressure in Man.” Dr. George 
Oliver, “ On some Practical Aspects of Blood-Pressure 
Gauging.” 


always on the plus side, and is very disagreeable to 
the patient. Instruments which have no armlet, 
which depend, that is, upon the compression of a 
single artery against a bone, e . g. the radial, have 
the merits of convenience and portability, but they 
are quite unreliable. 

With the aid of these instruments before us we 
are able to measure the systolic pressure and the 
mean diastolic pressure, commonly called the 
diastolic pressure, (a) The systolic pressure is 
arrived at by pumping air into the armlet until the 
compression of the limb is sufficient to obliterate 
the pulse at the wrist. The reading should be 
taken at the moment the pulse disappears, and 
this should be verified by releasing the air gradually 
and noting the point at which the artery once 
more begins to pulsate. A little practice is neces¬ 
sary to enable one to become expert at this method 
of observation. It requires care and very close atten¬ 
tion, and, as patients dislike the compression of the 
armlet, some measure of dispatch is very desirable. 

( b) The diastolic pressure is arrived at by gradually 
pumping air into the armlet and observing the 
point at which the oscillations of the indicator 
reach their maximum. The principle upon which 
this method is based is this : when the pressure 
inside the vessel is greater than that in the armlet 
the pulsations are not fully transmitted ; when the 
external pressure is greater than the internal, the 
pulsations are being overcome. It is, therefore, at 
the point where the internal and external pressures 
are most nearly equal that the indicator shows its 
widest exiursion. This, therefore, is the diastolic 
pressure, or, more properly, the mean diastolic 
pressure. 

The pressure in each case is expressed on the 
instrument in terms of millimetres of mercury. 
As a general rule the systolic pressure is from 25 
to 40 mm. higher than the diastolic. The normal 
diastolic pressure in a healthy young adult may be 
taken as idb. In women it is lower, say 80 to 90. 
In children it is lower still, say 75 to 80. In 
elderly people, apart altogether from atheroma and 
other degenerative changes in the arteries them¬ 
selves,* it is usually definitely higher—that is, it 
may reach 120 or more. 


* Clifford Allbutt: (a) “High Arterial Pressure in 
Elderly Persons.” Hunterian Society, 1895. ( b) “ Rise 

of Blood-Pressure in Later Life.” Royal Medical and 
Chirurgical Society, 1903. 
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These readings are those obtained with the full- 
sized armlet. When the smaller one is used it is 
necessary to add 1$ to 20 mm. in each case. I 
emphasise this, because the wider armlet is a 
comparatively recent introduction, and unless the 
difference is borne in mind, confusion is very apt 
to arise when consulting the earlier writings on the 
subject. 

Observations are best made in the recumbent 
posture, as it is then easier to insure that perfect 
relaxation of the whole body which is so essential 
to correct readings. Of ordinary factors tending 
to falsify results, mental activity, especially when it 
takes the form* of excitement, is much the most 
potent. Clifford Allbutt tells a story of a patient 
who showed an abnormally high blood-pressure 
because he thought he recognised in the armlet the 
medium through which he was to receive an 
electric shock, a previous experience of which had 
caused him great pain. As soon as he had been 
reassured the pressure fell to normal. Patients 
have often said to me with fear in their eyes, “ You 
are not going to do anything to hurt me, are 
you ? ” Before making an observation, therefore, 
it is well to explain that the instrument holds no 
unpleasant or painful surprises. 

As to what constitutes abnormally high pressure, 
it may be said that 40 mm. of mercury in excess of 
the above mentioned approximate normals is to be 
regarded with grave suspicion, and that, when 
ascertained by repeated examinations, anything 
over 50 is definitely pathological. 

So much, then, fora brief risunUoi th£technique 
of these instruments of precision. One has only 
to look at these instruments, however, to realise that 
though they may be suitable for the consulting- 
room, they are not well adapted for routine use by 
the general practitioner. We must therefore be 
armed with some ready clinical method for select¬ 
ing those cases in which their aid should be sought, 
some physical signs which enable us to*suspect that 
a patient has a blood-pressure the exact degree of 
which it is desirable to measure. Two of these are 
admifted on all hands to be invaluable. One is the 
outward displacement of the heart’s apex, telling of 
an enlarged left ventricle; the other is the accen¬ 
tuation of the cardiac second sound at the aortic 
cartilage, suggesting an increase of resistance in 
the systemic periphery. There is a third, which, 
though it is by no means generally appreciated, is 


regarded as of very considerable importance by 
Huchard and the French school generally, and 
has on many occasions afforded me very valuable 
information. It is this ; In the normal person 
the pulse rate is quicker by six to eight beats per 
minute in the upright position than it is in the 
horizontal. When arterial pressure is unduly raised, 
this difference tends to disappear, the pulse rate 
becoming the same in both positions. In extreme 
cases the figures may actually be reversed, the 
number of beats in the recumbent posture exceed¬ 
ing those in the upright. 

These physical signs, especially when taken 
together, afford very much more reliable informa¬ 
tion than the palpation of the artery at the wrist, a 
practice which, except in the case of fingers highly 
educated by the use of a manometer, is practically 
valueless. The brachial artery just above the 
elbow is a better vessel to palpate than the radial 
because it is capable, so to speak, of being encircled 
by the finger, but the difficulties inherent in this 
method of examination are so great that a little 
experience in correcting one’s impressions by the 
inexorable control of the manometer suffices to 
introduce disillusion into the minds even of the 
most positive. The only guide of any service 
which remains to me after this ordeal is, that the 
tension is high in that artery to elicit whose pulsa¬ 
tions much pressure is necessary, and that if the 
pulsations are more easily felt by a light touch, the 
tension of the vessel is low. In pronounced cases 
of high pressure, but only in pronounced cases, 
one is conscious that the wave tarries unduly under 
the finger, and that the artery is full even between 
the beats. 

It is doubtless a pity that our unaided senses 
are not able to give us very positive information in 
this matter; but, such being the fact, it is as well 
that we should look it in the face and learn to rely 
upon more trustworthy informants. It seems that 
the finger can only appreciate total force ; it cannot 
appreciate such refinements as amount of force in 
relation to unit of surface ; so that having regard to 
variations in the size, not only of the same artery in 
different persons, but also of the same artery,in the 
same person under different conditions, it would 
seem impossible for anyone, however well educated 
his touch, to be quite sure of any but the most 
pronounced degree of abnormality. The moral is, 
then, that in view of the importance which the 
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subject has now assumed, no one can afford to be 
without a reliable instrument for measuring blood- 
pressure. 

What does high arterial tension indicate ? If this 
question had been asked a few years ago, the all-but 
unanimous reply would have been “ Renal in¬ 
adequacy, generally in the form of granular kidney; 
either that, or arteriosclerosis.” Such a reply is 
not incorrect, but it is insufficient and therefore 
liable to be misleading. Renal inadequacy and 
arteriosclerosis are certainly very common causes 
of high arterial tension, but it is now recog¬ 
nised that they are by no means the only causes; 
that they are not even the most common causes 
and that they may indeed be the results instead 
of the cause of the condition. High arterial tension 
is still too often regarded as essentially secondary 
to renal or arterial disease, whereas such disease is 
more often secondary to the increased blood- 
pressure. This is a fact of the utmost importance 
clinically, because high arterial tension is remedi¬ 
able, whereas granular kidney and arteriosclerosis 
are not. 

Is it the case, then, that high arterial tension is 
ever primary ? Primary in the true sense of the 
term it cannot be, because it is obvious that some¬ 
thing must cause the high blood-pressure, but 
primary in the sense that it occurs independently 
of any organic lesions it certainly is. This view, 
which was for years preached in the wilderness by 
Huchard in France, and Clifford Allbutt in this 
country, is now acknowledged to be correct by 
nearly all observers in this field, but as its recogni¬ 
tion is still far from general, it seems desirable to 
insist upon it. High arterial tension is due (1) to 
a contraction of the branches of the arterial tree, 
(2) to increased viscosity of blood, or (3) to an 
increase in the total amount of fluid in the circula¬ 
tory system. Taking them in their inverse order, 
the last is purely hypothetical, but it might conceiv¬ 
ably become operative in the very unlikely event 
of the normal mechanism for disposing of super¬ 
fluous fluid being gravely disturbed. Increased 
viscosity of the blood is a very likely factor and 
the probability of its responsibility has several 
times been dwelt upon by Clifford Allbutt. Proof 
of its existence is still, however, wanting, largely, 
perhaps, because the matter does not easily lend 
itself to experimental inquiry. 

We are left, then, with the first mentioned cause, 


namely contraction of the branches of the arterial 
tree. Huchard and his school regard this as 
substantially the only cause, and they have erected 
thereon a pathological superstructure of the utmost 
! interest and importance. The sequence of events 
according to them is as follows : Certain poisons, 

I chief among them being syphilis, lead, and gout, 

I which circulate in the blood act as irritants either 
( to the vessel walls or to the central vaso-motor 
1 apparatus, or both, giving rise to a contraction 
| of the peripheral vessels. The heart, in order 
1 to overcome the resistance, is moved to stronger 
contractions and the general blood-pressure 
becomes raised. This, which is called by Huchard 
the stage of presclerosis, and by von Basch the 
stage of latent sclerosis, is the one which holds the 
greatest interest for clinicians, because it is in this 
stage, and in this stage only, that the malady can 
J be checked and the otherwise inexorable fatalities 
j averted. I shall return to its consideration later. 
For the moment let us trace the course of the 
events which follow when it goes unrecognised and 
untreated. 

The contraction of the arteries caused by the 
circulating poison is at first functional only. If the 
same conditions persist, certain changes occur in 
the walls of the vessels which convert this functional 
contraction into a structural narrowing of the lumen 
of the tube and the patient enters into the stage of 
definite arteriosclerosis. This arteriosclerosis is 
not always general; the process seems, indeed, to 
have a selective affinity for the vessels in certain 
areas. Thus we find that the renal arteries, the 
hepatic arteries, and the coronary arteries are among 
those most commonly affected. The explanation 
of this would seem to be that it is these organs that 
have to bear the brunt of the poisoning. The 
liver and kidneys are busily engaged in endeavour¬ 
ing to eliminate the poison, while the heart is 
I obliged to redouble the force of its contractions to 
t overcome the peripheral resistance which the 
poison has occasioned. This increase of activity, 
however, soon tells its tale. The liver and kidneys 
tire, with the result that the poison, being inade¬ 
quately excreted, accumulates in the blood. Now, 
whatever effects in other directions this state of 
matters may produce—and they are very variable— 
the one organ which always suffers is the heart. 
The coronaries and their branches become invaded 
| by fibrous tissue and the central organ becomes 
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deprived of its proper nourishment. This is the 
third stage, the stade cardio-arterielle of the 
French writers. The fourth and last stage is 
merely that of the inevitable dilatation and broken 
compensation with mitral insufficiency, which tells 
that the heart has eventually succumbed to the 
strain which it has so long been resisting. To this 
stage the name mitro-arterielle is applied. This 
division into stages and its nomenclature has been 
rather smiled at in this country, but they are neither 
of them without their conveniences. The object 
of the division itself is to emphasise the fact that 
each stage has its appropriate treatment, that, as I 
shall explain later, what is beneficial in one is 
deleterious in another; while the nomenclature 
serves to remind us of the all-important fact that 
however obtrusive the symptoms in certain organs 
may be, it is in the arteries that the origin of the 
mischief is to be sought. 

Leaving for a moment the important stage of 
presclerosis, let us now consider some of the con¬ 
sequences which ensue when the functional high 
arterial tension of this stage has passed into the 
definite structural narrowing of demonstrable arte¬ 
riosclerosis. There is no fact in connection with 
arteriosclerosis which is more familiar to patholo¬ 
gists than its irregular distribution. This irregularity 
is so pronounced as to give the impression of mere 
caprice, because the explanation of over-functioning 
above offered in connection with liver, kidneys, and 
heart is by no means applicable in all cases. The 
process displays, for example, a very special affec¬ 
tion for the arteries in the splanchnic area and in 
a very large number of cases it is these arteries 
which are first affected. For some reason as yet 
unexplained the involvement of the splanchnics is 
the most potent factor in causing cardiac hyper¬ 
trophy ; some observers,* indeed, go so far as to 
say that the left ventricle does not enlarge in an 
arteriosclerosis, however widespread, if the splanch¬ 
nics remain intact. This has a very important 
clinical bearing, because an arteriosclerosis con¬ 
fined to the splanchnic area is impossible to detect 
during life. The above considerations should warn 
us, however, that its existence may be assumed in 
a case which on other grounds we should regard 
as still in the functional stage, if the heart is found 
to be definitely hypertrophied. Such a finding 1 
would seriously influence the prognosis, because it 

* Hasenfeld, 1 Deutsch. Archiv klin. Med.,' 1897, vol. lix. j 


would afford good grounds for suspicion that the 
stage of presclerosis was in reality passed and that 
of structural change already entered upon. 

The symptoms of arteriosclerosis are too well 
known to demand any reference here, so I pass 
from this stage to the next, the stage of cardio- 
sclerose , in which the sclerotic process, instead of 
remaining comparatively superficial, has penetrated 
into the substance of important viscera. And here 
let me say that the term “sclerosis” as used in this 
connection is made to include any degenerative 
change which takes place in the vessels. Such a 
use of the term is not very correct, perhaps, but it 
certainly has the merit of convenience. The nature 
of the damage wrought upon the vessel walls by 
continued high blood-pressure varies considerably, 
but as sclerosis must always largely predominate in 
any enumeration of these varieties, some of which 
are very imperfectly understood, we must, for the 
time being, be content to group them under this 
head. Using the term in this sense, renal and 
hepatic arteriosclerosis are both common events 
at this stage, and both usually take the form of 
cirrhosis. In connection with cirrhotic or granular 
kidney it is only necessary once more to emphasise 
the fact that though it may undoubtedly cause high 
blood-pressure, it is at least as frequently a conse¬ 
quence thereof. The high blood-pressure damages 
the renal vessels and starts a degenerative progress 
which spreads throughout the organ, giving rise to 
the symptoms with which all are familiar. The 
case with regard to the liver would seem to stand 
on much the same footing. High arterial tension 
is certainly very frequently associated with cirrhosis 
in this organ. It is undoubtedly one of the results 
which follow on the degenerative process, but it is 
also, and that to an extent which is not realised as 
often as it might be, a cause of the cirrhosis. As 
in the case of the kidney, the vessels are damaged 
by the high blood-pressure and a fibrosis ensues 
which gradually involves the whole viscus. 

But the most notable effects of this stage are 
those which are produced in the cardio-vascular 
system. The arch of the aorta seems always to be 
something in the nature of a locus minoris resis - 
tentice , so that it is not surprising to find that a 
common effect in this stage is aortitis*—not acute 
aortitis, with which we have no concern at present, 

* Clifford Allbutt, “ The Cavendish Lecture on Disease 
of the Ascending Aorta.” 

Digitized by Gooole 



The Clinical Journal.] 


DR. LEONARD WILLIAMS. 


[ Nov. 28,1906. 107 


but chronic degenerative aortitis, by which the ! 
proper constituents of the vessel walls are replaced I 
by calcareous and other materials. This condition , 
is not very easy to distinguish during life, but it is ] 
a common finding in the post-mortem room, and 
its importance resides, not so much in any disabili¬ 
ties which it may of itself entail, as in the conse- . 
quences to which it is liable to give rise. The 
first and most important of these is aortic aneurysm. , 
The never ceasing impact of the impure blood, j 
delivered with ever increasing force against the j 
damaged wall, eventually produces its effect, and the 1 
aneurysmal sac is established. This may not be 
the mechanism of aneurysm formation in all cases, 
but it is certainly one, and by no means the least 
important, of the methods by which these tumours 
arise. It is therefore necessary to ascertain the 
state of the blood-pressure in all cases. High 
tension in association with an aneurysm, however 
caused, is one of the most serious conditions in 
which a patient can find himself. 

The aortitis in the neighbourhood of the arch 
may produce effects elsewhere than at the arch 
itself. It may spread downwards and involve the 
aortic ring and the aortic valves. The result in 
the first case is the production of aortic stenosis; 
in the second, aortic regurgitation. It is not diffi¬ 
cult to imagine that a sclerotic or atheromatous 
or an allied degenerative process, once started in 
the vicinity, should attack these structures, or 
that, when so attacked, they should suffer in 
the way indicated. The point of interest in this 
connection relates to the question of treatment. 
We are often told that we should not give digitalis 
in disease of the aortic valves, especially in aortic 
regurgitation, because digitalis prolongs the diastole 
of the ventricle ; and the same authorities assert that 
iodide of potassium is as useful in affections of the 
aortic area as digitalis is in affections of the mitral 
area. Now, there is no doubt that digitalis does 
prolong the diastole of the ventricle, but it also 
increases the ventricular force and constricts the 
peripheral vessels, and it is probably owing to these 
tw’o actions, both of which contribute materially to 
the raising of the blood-pressure, rather than to its 
diastolic effect, that it has justly fallen into disrepute 
in aortic disease. And the usefulness with which 
iodide of potassium is very properly credited is to 
be explained in the same way. This drug cannot 
possibly have any effect either upon the constricted 


ring or upon the damaged and deformed valves, 
but it can and does have a very considerable effect 
in reducing blood-pressure, so that when it improves 
matters in aortic disease it does so in virtue of its 
hypotensive powers. These considerations serve 
to emphasise the fact that in all cases of heart 
disease, whether the trouble be aortic or mitral, it is 
of the utmost importance to determine whether the 
primary condition has been cardiac' or arterial, for 
upon the settlement of this point necessarily 
depends the treatment proper to the condition; 
what is beneficial in the one case being harmful 
in the other. 

But the aortitis of which I have been speaking 
may give rise to yet another serious condition, the 
most serious, perhaps, of any. The sclerotic process 
may pass into the coronary vessels and obstruct the 
nutrition of the heart itself, and this we know to be 
the commonest cause of true angina pectoris—the 
angina of musclar effort. 

The consequences, then, of high arterial tension 
which has passed through the functional stage to the 
point of involving the arteries in important viscera 
are most manifest in and about the heart itself. 
Aneurysm, aortic valvular disease, and angina 
pectoris, as sequels of an aortitis set up by high 
blood-pressure, are all common ; and inasmuch as 
these are generally attributed to other causes, I 
have thought it desirable to emphasise this aspect 
of their pathogeny. They may, of course, appear 
as consequences of high blood-pressure without 
the occurrence of aortitis, but we are, I think, less 
likely to forget important facts if we arrange them 
in the above sequence. Granular nephritis, hepatic 
cirrhosis, and disturbances referable to the nervous 
system are also common ; there is, indeed, no organ 
or system which may not, on occasion, be affected. 

I have said nothing about apoplexy. This is, of 
course, the method of termination in a very large 
proportion of these cases. Given a weak spot any¬ 
where in the arterial system, with high blood- 
pressure and a forcibly acting heart, the occurrence 
of rupture at the weak spot is of all things the 
most easy to understand. It is well known that 
the vessels in the brain, being badly supported, 
as it were, by their relatively yielding tunics, are 
very liable to develop these weak spots, and the 
two branches of the middle cerebral, the lenticular 
striate and the lenticular optic, are peculiarly ob¬ 
noxious to haemorrhages. 

Pulmonary or renal apoplexy, as they are called, 
giving rise to infarctions, may also occur. There 
is, indeed, no part of the body which in the presence 
of high arterial tension combined with degenerated 
vessels may not bleed: and fortunate indeed is he 
who, being ignorant of his danger, suffers his first 
warning haemorrhage in some place which does not 
mean either a fatal termination or permanent 
disability. 


November 26th, 1906. 
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SOME COMPLICATIONS OF TUBERCULOUS 
INFECTION OF THE LYMPHATIC 
GLANDS IN CHILDREN. 

By THEODORE FISHER, M.D., M.R.C.P., 

Assistant Physician to the East London Hospital for 
Children. 


During the earlier years of life of all parts of the 
body the lymphatic glands most readily give evi¬ 
dence of the invasion of the tubercle bacillus. 

i 

Enlargement and caseation are the most character¬ 
istic features of the invasion ; and the enlargement 
or inflammatory changes of varied character occur¬ 
ring in connection with the disease of the glands 
may give rise to complications. 

We hear much of tubercular disease of the j 
mesenteric glands, and these glands are frequently | 
found enlarged and caseous in cases of death from j 
tuberculosis in children. Comparatively rarely, 
however, do they exist as a solitary area of tuber- I 
cular disease, and when the disease is thus limited i 
they are still more rarely of such a size that they ca t\ 
easily be detected on palpation of the abdomen. 
Yet as late as the age of eleven years I have known 
a row of caseous mesenteric glands give rise to a 
difficulty of diagnosis, and in the abdomen of a girl 
who suffered from attacks of colicky pain of sudden 
onset the discovery of a somewhat elongated mass 
suggested the possibility of the presence of a 
chronic intussusception. An exploratory opera¬ 
tion showed, however, that the mass was com¬ 
posed of enlarged mesenteric glands, which may 
have been a mere accidental association of the 
attacks of pain. Although in this case it was not 
clear that the glands were the cause of the sym¬ 
ptoms, enlarged tuberculous glands may, when a 
localised peritonitis occurring over them leads to 
the formation of adhesions, be indirectly the cause 
of intestinal obstruction. I do not remember 
having met with a well-marked example of this ; 
but some years ago, when Mr. Targett used to 
send me morbid anatomy specimens in exchange 
for others, I received from him an interesting ex¬ 
ample of this complication. A coil of small 
intestine was adherent to a caseous mesenteric 
gland and obstruction had occurred at the point 
of adhesion. The intestine was greatly distended 
above and collapsed below. 


Peritoneal bands which are a source of danger 
may also sometimes develop in association with 
caseous lymphatic glands. This rough sketch 
(Fig. i) of a peritoneal band passing upwards 
from the situation of a calcareous gland close to 
the junction of the ileum and caecum gives some 
idea of snares that may be thus formed, under 
which an intestinal coil may be caught and strangu¬ 
lated. It must be mentioned, however, that a 



Fig. i.—P eritoneal band passing upwards from over a 
calcareous mesenteric gland. 


calcareous gland in this situation is not of neces¬ 
sity of tuberculous origin.* Caseous glands of 
tuberculous origin are not very infrequently found 
only close to the junction of the ileum and caecum, 
but this is also the most common position for a 
large inflamed and, it may be, suppurating gland 


* The limitation, which sometimes occurs, of inflamma¬ 
tion of mesenteric lymphatic glands to the neighbourhood 
of the junction of the ileum and caecum is no doubt due 
to the fact that the ileo*caecal valve retains for some time 
in that position faeces which contain infecting bacilli. 
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in enteric fever. Such a suppurating gland may 
terminate in becoming calcareous, and this parti¬ 
cular peritoneal band consequently may have had 
a typhoid, not a tuberculous, origin. However 
that may be, it illustrates the fact that localised 
band-like adhesions may remain as a sequel of 
peritoneal inflammation arising in the vicinity of 
inflamed lymphatic glands. 

Probably, unless some fatal form of tuberculosis 
arise, caseous mesenteric glands generally end in 
becoming calcareous ; at least, the not very un¬ 
common presence of calcareous mesenteric glands 
in adults dying of non-tuberculous diseases would 
lead one to think so. Occasionally, however, during 
childhood suppuration may arise in these glands. 
I once met with the case of a boy, aet. 6 years, who 
was brought to the out-patient department ill, with 
a high temperature, complaining of abdominal pain. 
There was virtually no tenderness, and little 
rigidity of the abdominal wall, but in the centre of 
the abdomen a hard, rounded mass could be felt 
about the size of two fists. The boy was admitted, 
and an abdominal operation showed the mass to 
be an abscess which had originated in caseous 
mesenteric glands. 

Tuberculosis of the lymphatic glands within the 
abdomen may be a source of serious complications, 
but tuberculous disease of the glands within the 
thorax is a greater source of danger. Whether the 
tubercle bacillus enters the body mainly by the 
intestinal canal or by the respiratory passages has 
been somewhat of a vexed question, but there is 
not the least doubt that caseation of the bronchial 
or mediastinal glands is much more common than 
the same affection of the glands in the mesentery. 
It is not only more common, but it leads to more 
serious results. When the tubercle bacillus invades 
the lungs of children it does not cause slowly 
spreading disease, as is usually the case in adults, 
but gives rise either to acute miliary tuberculosis 
or to caseation which rapidly advances and often 
quickly breaks down. Tuberculosis of the lungs in 
children, generally so much more acute than in adults, 
nearly always begins in comparatively chronic tuber¬ 
culous disease of the bronchial glands. This fact is 
well known and is often insisted upon, yet possibly 
one small pathological fact which has an important 
bearing upon clinical signs is sometimes forgotten, 
and may be referred to in passing. Invasion of 
the lung by tuberculosis spreading from diseased 


lymphatic glands almost as frequently affects the 
lower as the upper lobe. It may be mentioned 
also—though in this caseous bronchial and medi¬ 
astinal glands do not stand alone—that general 
infection of the body with the tubercle bacillus 
frequently has its origin within them. My reason 
for referring to this general infection, when 
speaking of local complications, is to draw atten¬ 
tion to the fact that non-tuberculous inflammation 


Fig. 2.—Dilatation of the bronchial tubes following 
pressure upon the larger divisions of the bronchus by 
caseous bronchial glands. 

within the thorax may, when caseous bronchial or 
mediastinal glands are present, occasion dissemina¬ 
tion of the tubercle bacillus. For example, in 
rheumatic pericarditis previously healthy medias¬ 
tinal glands often become enlarged and inflamed, 
but when these glands are caseous I have known 
acute general tuberculosis arise in consequence of 
their disturbance during the course of rheumatic 
pericarditis. It may develop in a similar way as 
a sequel of diphtheria, and no doubt the broncho¬ 
pneumonia which is so commonly associated with. 
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measles is, through the medium of caseous bronchial 
glands, responsible for many of the cases of 
tuberculosis which follow this infectious fever. 
Enlarged tuberculous bronchial glands are not, 
however, merely of importance pathologically, in 
consequence of the frequency with which local or 
general infection may follow their presence. Occa¬ 
sionally, by pressing upon a bronchus or upon one 
of its main branches, they lead to dilatation of the 
smaller divisions of the bronchial tube below the 
point of pressure. This, however, is not a very 
common complication. Dilatation of the bronchial 
tubes when present in children has, in my experience, 


Fig. 3. 



rarely proved to be associated with caseous bron¬ 
chial glands. That caseous bronchial glands may, 
however, lead to extensive dilatation of the bronchial 
tubes is seen from the following photograph (Fig. 
2) kindly taken for me by Dr. Newman Neild from 
a specimen put up by Dr. Fortescue-Brickdale in 
the museum of the Bristol Children’s Hospital. 
There is some breaking down of the lung at the 
apex, but all the other cavities are dilated bronchial 
tubes. In cases which I have observed in the 
post-mortem room the dilatation of the bronchial 
tubes associated with pressure of caseous bronchial 
glands has been more localised, but such marked 
saccular dilatation as is seen in Fig. 3 is uncommon. 


Sometimes the pressure of an enlarged gland upon 
a bronchus is increased by the presence of suppura¬ 
tion within the gland. In one case w'hich came 
under my notice suppuration took place in an 
enlarged caseous gland below the bifurcation of 
the trachea, and the resulting pressure upon both 
bronchi caused considerable respiratory distress 
and loud stridor. Not very rarely, when such 
suppuration takes place in a caseous bronchial gland, 
the abscess opens into the neighbouring bronchus, 
leading to the discharge, not only of the pus, "but 
of the caseous material. The photograph (Fig. 4) 
shows caseous material escaping in this way into a 



Fig. 4.—Contents of a caseous gland escaping into the 
right bronchus. 


bronchus. In the case from which this specimen 
was taken, and in the two other instances of this 
complication which I have met with, the cause 
of death was tuberculous disease of the lungs. 
Suppuration in a caseous bronchial gland may, 
however, occur apart from serious tuberculous 
disease elsewhere. Routine examination of the 
oesophagus in the post-mortem room occasionally 
illustrates this fact. A circular depression possibly 
half an inch deep sufficiently large to admit the 
tip of the finger may be seen in its wall just below 
the level of the bifurcation of the trachea. This 
depression marks the site of the lymphatic gland 
which was formerly situated there but has been 
I destroyed by suppuration which has burst into the 
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oesophagus. An illustration of the fact that suppura¬ 
tion arising within a caseous bronchial gland may 
find its way into the oesophagus is also shown by 
the following case, which introduces us to another 
complication. A boy set. 5 years, who had not been 
noticed to be ailing in any way, suddenly brought 
up large quantities of blood and died in a few hours. 
At the autopsy a hole was discovered half way 
down the oesophagus which led into a small cavity 
behind the left bronchus, full of blood. Section of 
the left lung showed that the cavity had originated 
in suppuration of a caseous bronchial gland within 
the lung, and that a division of the pulmonary 



Fig. 5. —An abscess arising in bronchial gland opening 
into the oesophagus and a branch of the pulmonary 
artery. O, oesophagus laid open ; A, aperture mark¬ 
ing the point at which the abscess had burst. A glass 
rod passes through it and the abscess cavity to the 
cut surface of the lung. 


entering a portion of the base of the skull. 
Immediately below the petrous portion of the 
temporal bone is a small aneurysm, and round the 
vessel are lymphatic glands and products of inflam¬ 
mation. 

No attempt has been made to deal fully with the 



Fig. 6 .—A marks the site of an aneurysm of the internal 
carotid artery secondary to inflammation of the 
caseous lymphatic glands which are seen surrounding 
the vessel. 


artery passing over it had softened and burst into 
the cavity. The rough sketch (Fig. 5) possibly 
gives some idea of the condition found. 

Suppuration of deep cervical glands in a boy of 
about the same age led to death from a similar cause. 
He was taken to the Bristol Royal Infirmary bleed¬ 
ing profusely from the mouth and died shortly after 
arriving there. At the autopsy a small aneurysm 
of the right internal carotid artery was found, which 
had burst into the pharynx. The cause of the 
aneurysm had been softening of the wall of the 
artery owing to spread of inflammation from 
suppurating cervical lymphatic glands. Fig. 6 is 
a photograph which shows the internal carotid 


subject of complications occurring in association 
with the presence of tuberculous lymphatic glands. 
The foregoing remarks have been limited to a brief 
notice of cases that either clinically or patho¬ 
logically have come under my own observation 
which seem to me to possess features of interest 
possibly not familiar to some readers. 

November 26th, 1906. 


Heemorrhoidal Dilatations of the rectal veins 
so high up as to render the use of the proctoscope 
necessary for detection may be the source of occult 
haemorrhages, and should be looked for in anaemia 
of unknown origin.— Med. Rec. f vol. lxx, No. 19. 


Digitized by 


Google 





112 The Clinical Journal. ] 


REVIEWS. 


[ Nov. 28,1906. 


The Puerperium: or, The Management of the 
Lying-in Woman and New-Born Infant. 
By C. Nepean Longridge, M.D., Ch.B. 
(Viet.), F.R.C.S.(Eng.), M.R.C.P.(Lond.), 
Pathologist and Registrar, late Resident 
Medical Officer, at Queen Charlotte’s Lying- 
in Hospital. London : Adlard & Son. 

Dr. C. Nepean Longridge, in his preface to this 
practical and useful work, very truly observes that 
there are many details in the management of a 
lying-in woman and a new-born infant which it is 
impossible to teach a student in a general hospjfal, 
and which are but briefly referred to in the 
standard text-books on midwifery. But in practice 
puerperal cases are so constant a feature of the 
day’s work that these details assume perhaps an 
exaggerated importance, and the young general 
practitioner is often handicapped by his want of 
experience in these matters. It is in the hope of 
helping him that this book has been written; the 
older practitioner will find herein nothing of which 
he is not aware. At the same time, the author may 
be assured that it will be useful, not only to mid¬ 
wives preparing for examination, but also to others 
engaged in practice. With this end in view' an 
extensive scientific treatise would obviously be but 
of place. It is the common, everyday occurrences, 
such as the little difficulties with the bladder and 
the breasts, with which these practical hints are 
mainly concerned. The uncommon things are 
briefly, if at all, noticed; and this renders the work 
more acceptable to the large majority of readers. 
In writing for two classes of readers some compro¬ 
mise has been necessary; so that while the author 
has touched upon matters and employed terms 
which are beyond the scope of a midwife’s trailing, 
other questions have been entered into at unneces¬ 
sary length from the point of view of the qualified 
man. This, however, does not detract in any 
material manner from the utility of the volume, and 
it is a pleasure to recommend it to the notice of 
our readers. 

Lectures on Tropical Diseases : being the 
Lane Lectures by Sir Patrick Manson, 
K.C.M.G., M.D., F.R.C.P., F.R.S., Medical 
Adviser to the Colonial Office. London : 
Constable & Co. 

The study of tropical diseases has made rapid 
and important progress in recent times, and the 


story of that progress as related by Sir Patrick 
Manson in these lectures is strange and fascinating. 
All the difficulties and complexities in understand¬ 
ing the life-history of the malaria parasites, of the 
filariae, of the ankylostomes, and of the trypano¬ 
somes disappear as if by magic in the descriptions 
of Sir Patrick Manson. The enthusiasm of the 
discoverer and original investigator is stamped on 
every page. The scientific use of the imagination 
displayed in these lectures would have delighted 
the heart of Tyndall himself. Where gaps occur 
in our knowledge Sir Patrick Manson is ready with 
a working hypothesis, the proof or disproof of 
which will powerfully stimulate the investigator, 
and this, we believe, gives us a glimpse of the secret 
of the success of Sir Patrick Manson’s labours. 
Even for those who do not practise in tropical 
regions an acquaintance with tropical diseases is 
decidedly useful; for “ not infrequently it happens 
that the presence of a disease germ, originally 
acquired in the tropics, is manifested for the first 
time months or even years after tropical residence 
has ceased and the patient is, as he supposes, safe 
in his native land.” It therefore behoves us to 
keep these conditions in mind when confronted 
with a difficult diagnosis, and no better and no 
more delightful aid to their recognition can be 
found than in these lectures of Sir Patrick Manson. 


X Rays in General Practice. By A. E. 

Walter, Captain I.M.S., Superintendent of 

the X-ray Institute of India. London: 

John Lane. 

This little book is only intended for the use of 
the general practitioner, the student, and other 
non-experts in X rays. In it the author offers 
suggestions as to the choice of apparatus and for 
its care and management. He has also put 
before the reader the principal facts in relation 
to X-ray therapy, and suggests in what cases, 
with our present knowledge, X-ray treatment is 
likely to be of service and in what cases there 
is no indication for its employment The author 
states on page 171 that for chronic eczema X rays 
are “always very useful.” This is a somewhat 
bold position to take up when it is remembered 
that the electrician of the surgical clinic of 
Budapest showed to the Medical Society of 
Budapest several patients suffering from serious 
lesions caused by the X rays. In all these cases 
the original disease on account of which the 
treatment was undertaken was persistent eczema, 
and the conclusion arrived at was that eczema 
was not a suitable disease to be treated with the 
Roentgen rays. Despite the criticisms that can 
be urged against the author’s views on some 
subjects, the fact remains that the book is well 
worth the perusal of all interested in the study 
ofX rays in general practice. 
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A LECTURE 

ON 

SOME ASPECTS OF DRUNKENNESS. 

Delivered at the Medical Graduates’ College. 

By CHARLES MERCIER, M.D., F.R.C.P., 
F.R.C.S., 

Physician for Mental Diseases, Charing Cross Hospital. 


Ladies and Gentlemen,— I propose to address 
you on certain aspects of drunkenness. I do not 
propose to communicate to you any new facts. I 
i have no doubt that you know as much about 
j drunkenness as I do, and all that I hope to do is 
to put before you certain inferences, and to put the 
facts in certain collocations which may perhaps not 
have occurred to you. In the first place, I hold 
very strongly that drunkenness is a form of insanity. 
Perhaps I should not say a form of insanity: 
drunkenness is insanity. As, and when, and in so 
far as, a man is drunk, so, and then, and to that 
extent he is insane. We are not accustomed to 
look upon drunkenness clinically as insanity, 
because it rapidly passes off; but that is no 
scientific reason why we should regard the things 
as distinct if in other respects they are the same. 
If^you have to deal with an insane person, you do 
not approach him with any difficult subject, because 
you know that his mind is astray. Neither do you 
do that to any drunken person. The drunkard is 
queer in his conduct; he does all kinds of strange 
things ; and you know that it is no good arguing 
with him about them. You treat the insane person 
and the drunkard in precisely the same way, you 
look at them in the same way. The drunkard, 
while he is drunk, is an insane person ; there is no 
difference whatever between them, except in the 
fact that in one case the inability is temporary and 
is due to assignable cause, and in the other it is 
more permanent, and very often we cannot assign a 
cause. And if there were any doubt about the iden- 
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tity of drunkenness with insanity as long as drunken¬ 
ness lasts, that would be removed by the fact that 
there is a form of insanity in which drunkenness is 
reproduced with such faithfulness, such minute 
faithfulness, that even the physical characters of 
drunkenness are a portion of the clinical picture. 
So that the subject of this form of insanity is not 
only hilarious, boisterous, jovial, as the drunkard is, 
but he is also thick in his speech and rolling in his 
gait, and, unless you know from some other source 
of information that the patient is not subject at 
that time to alcohol, you declare and are prepared 
to swear that it is an ordinary case of drunkenness. 
It is not a case of drunkenness, but one of general 
paralysis. And so the thesis with which I begin 
is that drunkenness and insanity are the same thing 
in so far that as long as a man is drunk so long is 
he insane—in other words, that alcohol is one of 
probably many poisons which have a special effect 
upon the highest nerve-centres, so that it suspends 
or disorders their functions. 

Then the next aspect of drunkenness which I 
want to bring before you is this : that alcohol and 
the poison—whatever it may be—in general para¬ 
lysis produce precisely the same effects. As I say, 
they are indistinguishable from one another at a 
certain stage of the malady, quite indistinguishable 
unless we know from other considerations that the 
case is one of drunkenness or of general paralysis 
as the case may be. And so here are two different 
poisons which produce the same effect. In other 
cases there are different poisons which produce 
different effects on the higher nerve regions and on 
mental manifestations. We know alcohol produces 
one set of symptoms and belladonna poison quite 
another ; it produces a delirium different from that 
of alcohol. Again, the poison of hydrophobia 
produces a delirium of a totally different character. 
Each of these is a specific delirium which can be 
recognised by its clinical characters. We can say 
at once that this is a case of hydrophobia, this is 
belladonna delirium, this is alcoholic delirium. 
And we can see further than that, that within one 
of these poisons there are differences. For instance, 
the hilarity and joviality that is produced by 
champagne are quite different from the sottish 
stupidity which is produced by excess of beer. 
And the usual drunkenness of beer, again, is a 
different thing from the savage intoxication which 
is produced by brandy. So that different poisons 


produce deliria of different kinds. That is another 

• conclusion which we come to. That is what we 
might expect. There is nothing out of the way or 
unobvious in that. But there is also a phenomenon 
which we should scarcely be prepared for a priori , 
that the same poison produces delirium of different 
kinds, that is to say insanity of different kinds, in 
different people. You know one man when he is 
drunk becomes a braggart, becomes boastful and 
vainglorious; another becomes boisterous and 
quarrelsome; a third becomes maudlin and 
amorous—clasps you round the neck and cries; 

J and a fourth becomes stupid, merely stupid, and 
! subsides into a condition of lumpish torpor, out of 
which you cannot rouse him. And there are cases 
in which a person who takes just an ordinary dose 
of alcohol, which would make an ordinary person 
hilariously, or boisterously, or maudlinly or 
stupidly drunk, becomes actively maniacal and 
extremely violent and destructive—tears up his 
i clothes, smashes the furniture, breaks the windows, 

| and tries to jump out of the window. I have 
( myself spent a greater part of a night in adminis* 

; tering chloroform to a man who was acutely maniacal 
! from an ordinary dose of alcohol of the ordinary 
! kind—two or three glasses of whisky. So that the 
! same poison produces very different kinds of 

* delirium or insanity in different cases. 

Now, that has to be taken with this further obser- 
! vation. The same person, on becoming drunk, 
almost always becomes drunk in the same way ; 
so that a man who is quarrelsome in his cups at 
one time is quarrelsome in his cups at all times ; 
and the man who gets maudlin at one time gets 
maudlin at all times; and one who gets vainglorious 
and boastful and elevated when he is drunk on 
Sunday will be the same when he is drunk on a 
Tuesday. So here comes in manifestly the personal 
I factor. The kind of delirium, in other words the 
! kind of insanity, which a person evinces, is due in 
part to the nature of the poison which makes him 
insane, but that same poison will produce different 
! kinds of insanity in different people. I think 
! that is a very important observation. 

I Now, there was a time, a good many years ago, 
when general paralysis was described, in all lectures 
and in all books on the subject, as a disease in 
which the patient was always elevated, boisterous, 
and exalted; and glorious elevation was the only 
recognised form of general paralysis. Now we 
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know that it is not so. Either our observations 
were not accurate in those days, or general paralysis 
has changed its type. Which of these two hypo¬ 
theses is true I do not know. But it is certainly 
the case that twenty or thirty years ago we began 
to see a number of cases of general paralysis in 
which, instead of exaltation, there was depression, 
very great depression, and now we recognise 
definitely three types of general paralysis : an 
exalted, a depressed, and a stupid or demented 
type. Compare that with the cases of alcoholism. 
There are exalted cases and there are stupid cases. 
There are, not depressed cases, but there are those 
which show the beginning of depression. A man 
cries without reason, says he is undervalued and 
misunderstood, that the world is all against him. 
That is the beginning of a condition which, if it 
went on, would be depression. There is no reason 
to suppose that the poison of general paralysis is 
different in one case from what it is in another. 
Here again, therefore, we must suppose that a 
personal factor colours the type that the insanity 
evinces, and that the form which insanity takes, 
while it is in part due to the nature of the poison, 
when it is due to a poison, is also in part due to 
the individuality of the person who becomes insane. 
In the case of one man who is insane, his insanity 
will take one form, whereas in the case of another 
man who is insane from the same cause, his insanity 
will take a quite different form, not from any 
difference in the poison, but from a difference in 
the man. 

There is a further observation to be made in 
comparing different cases of insanity and different 
cases of drunkenness. It appears that the indi¬ 
viduality of the patient is potent, in giving a stamp 
and a feature to the insanity, only when the dose is 
small and recent; because we find that the nature 
of the insanity produced by a poison is profoundly 
modified by the dosage—by the amount that is 
taken—and by the time over which the adminis¬ 
tration is spread. There is, or used to be, a 
practice in the Docks which is known by the title 
of “ sucking the monkey.” I do not know whether 
you have heard of it, but the modus operandi is 
this : A man takes a gimlet, and in the vaults of 
the Docks finds a cask of rum or other spirits, 
bores a hole in the bottom or side of the cask with 
the gimlet, and another at the top to let the air in ; 
applies his lips to the lower orifice, and does not 


take them away until he falls off in a state of coma, 
very much like a leech, which does not detach itself 
until it is completely bloated. In that case the 
result is always the same. The man takes an 
enormous dose of alcohol in a very short time, and 
the result is coma, which sometimes goes on to 
death. It used not to be uncommon for a person 
who had been “sucking the monkey ” to be brought 
into hospital comatose, and for him to die without 
recovering consciousness. That is a case of an 
enormous dose being taken in a very short time. 
The next stage, in which a smaller quantity is taken, 
and distributed over a longer time, is seen in the 
ordinary drunkard, the man who becomes hilarious 
and thick in speech, and reels in his gait, and 
becomes a mark of derision for the little boys in the 
street. That state is produced by more or fewer 
glasses of alcohol taken over a few hours, and 
although the various cases differ in ways that I have 
mentioned, yet they all agree to a considerable 
extent. They all agree in the fact that the conduct 
is modified, and that the gait and articulation are 
modified, and that the patient still remains, Unless 
the drunkenness is very deep, capable to a certain 
extent; that is to say, he can find his way home, 
although he may go to bed in his hat and boots. 
Supposing he goes on drinking for a longer period 
of time ; the imbibition of alcohol, instead of lasting 
for a few hours, is spread over days, and perhaps 
over weeks. He goes on drinking, drinking, 
drinking for weeks to excess. It may be that 
during all that time he is never actually drunk in 
the ordinary sense, that he never has the symptoms 
of thickness of articulation and reeling gait, of 
boisterousness or hilarity ; but for a week, or two or 
three weeks, he drinks greatly to excess. You 
know the consequence : he gets delirium tremens. 
That is a totally different form of insanity from 
ordinary drunkenness; we shall agree upon that. 
The man with delirium tremens in the first place 
usually has a temperature; in the second place his 
mental symptoms are, in all persons with delirium 
tremens, of the same character. He has hallucina¬ 
tions : he sees rats, snakes, and the devil coming 
out of the fiery pit ; he is swarming with insects, 
and so forth. He is also sleepless. He is tremu¬ 
lous ; his tongue is foul; his bowels are constipated; 
his appetite is lost. There is a certain complete 
clinical picture which enables us to diagnose with¬ 
out question that the man is suffering from what we 
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call delirium tremens : and we know that that state 
is produced, and can only be produced, by ; 
prolonged drinking over, at any rate, several J 
days, probably several weeks. Supposing that | 
instead of drinking for several weeks merely, a man ! 
goes on drinking for years, ten or fifteen or twenty 
or thirty years, and all this time he is drinking too ' 
much. Perhaps he has several bouts of delirium j 
tremens in the course of it; and at the end of that 
time what happens ? He gets an insanity which is 
different from the -insanity of mere drunkenness, 
and which is different, again, from the insanity of J 
delirium tremens. It is a different insanity altogether. 
Now he does not have to go to bed ; he is not | 
bodily weak (unless he gets alcoholic paralysis) 
but he is exceedingly suspicious, he probably has ^ 
delusion of an exalted character, and his memory 
is affected in a very peculiar way. He forgets 
everything which has happened quite 'recently, 
though he can remember long past events—things 
which took place years ago—faithfully. Recent 

events will slip out of his memory as water through 
a sieve. And that is not ail. He has another 
very peculiar affection of memory : he remembers 
things which never happened at all. He has what 
I call mnemonic delusions. He will give you a 
detailed and particular account of a certain event 
as having taken place on a certain day, in a certain 
place, and will tell you the names of the people 
who took part in it, and describe with minute 
particularity all the sequence of the events, which 
never took place at all. There is one case, which 
I am in the habit of quoting, which was a particu¬ 
larly dramatic one. I was driving in a carriage 
with a man who was affected with this particular 
form of insanity, and he insisted on getting out of 
the carriage while it was in motion. I thought he 
had better not, and so I did my best to prevent 
him. He was a very frail and feeble old man, and 
in the struggle he managed to get one of his fingers 
dislocated. He was taken home and the finger 
put up in splints. Two or three days afterwards a 
friend came to see him. “ What is the matter with 
that finger?” “I have dislocated it.” “Indeed ! 
how did you do that?” “ Well,” he said,“ I was 
going upstairs, and one of the stair-rods was out; it 
was notin its place, consequently there was a loose 
piece of stair-carpet, and I tripped up on it, caught 
the tip of my finger on the edge of a stair and bent 
it backwards, and that dislocated it.” Now, the 


whole of that account was romance from beginning 
to end. But he did not know that it was romance : 
to him it was a true memory. He remembered 
that accident, which had never taken place at all. 
And this is one of the peculiar mental effects of 
prolonged indulgence in alcohol. So that here 
you have at least three totally different forms of 
mental disorder—ordinary drunkenness, delirium 
tremens, and alcoholic insanity—produced by the 
same drug, administered over a varying period and 
in varying dosage. And the thing upon which I 
want to insist is that within each group the cases 
are similar to one another. The cases of drunkenness 
differ, indeed, in the ways I have mentioned, but 
they are all closely similar to one another when 
they are compared with delirium tremens. The 
cases of delirium tremens resemble each other very 
closely, and all differ widely from ordinary 
drunkenness on the one hand and from alcoholic 
insanity on the other. So, too, alcoholic insanity 
does not in the least resemble delirium tremens or 
drunkenness, but all cases of alcoholic insanity 
resemble one another. 

The three clinical pictures are distinct, so that 
there is not the slightest difficulty in distinguishing 
them from one another and saying to which class 
they belong. You cannot mistake delirium tremens 
for ordinary drunkenness, and you cannot mistake 
alcoholic insanity for delirium tremens ; the things 
are as different as they can possibly be, showing 
the enormous importance of the dosage, and the 
period over which the dosage is distributed, in 
producing differences in the character of the sym¬ 
ptoms. Now, we frequently see cases of acute 
insanity. There is a large group of cases of insanity 
which are distinguished by the acuteness of the 
malady—that is to say, by its intensity and by its 
brief duration. They have other features in 
common. In the first place, they come on rapidly, 
they reach a certain maximum of intensity, and 
then subside. And in this they show a remarkable 
resemblance to acute specific illnesses, acute specific 
fevers of all kinds. They come on rather rapidly, 
and they gradually culminate, arrive at a certain 
intensity, and then subside somewhat rapidly. And 
although the convalescence from acute specific 
fevers is often long, yet the fever itself usually 
subsides rather rapidly. In these features all 
forms of acute insanity have a certain affinity to 
specific fevers. They are called by many names. 


Digitized by 


Google 





The Clinical Journal. ] 


DR. MERCIER. 


[Dec. 5,1906. 117 


There is a form of insanity which we call acute 
mania, another which we call acute melancholia, 
and another which is known as acute stupor. And 
there are other cases to which no names are given, 
but which have the same character of acuteness, 
and which are distinguished, some by excessive 
sexual proclivities, some by excessive suicidal 
proclivities, and some by a peculiar restiveness in 
conduct, in which the patient has a kind of morbid 
and intense and exaggerated obstinacy, so that 
whatever you want him to do, that is precisely the 
thing of which he will do the opposite. 'All these 
—melancholia, mania, stupor, restiveness, sexuality, 
and the suicidal form—are described in the books 
as different maladies, and under different heads. 

The importance of the aspects of drunkeness 
which I have brought before you is that they show 
there is very good ground for believing that all 
these are not different maladies, but are the same ; 
that they are all the same malady, and that their 
differences depend either upon a different dosage 
of the poison to which they are due, or upon the 
different individuality of the persons who receive 
the dose of the poison. I say that they are pro¬ 
bably all the same disease, and I say so, not only 
because they have the features in common which I 
have already mentioned, but also because they 
slide into one another, and a patient who is 
melancholy to-day may be maniacal to-morrow, 
and a patient who was melancholy yesterday and 
who is maniacal to-day may to-morrow be stuporous. 
Or the variation may be taken in a different order. 
But it seems to me that, bearing in mind the 
different symptoms manifested by patients whose 
insanity is due to the same poison, alcohol, one is 
irresistibly driven to the conclusion that all these 
maladies are the same disease; that, having regard 
to their peculiar course, their origin, their gradual 
culmination and rapid decline, they partake of the 
nature of diseases due to poisons. The differences 
which they display are not due to the individuality 
of the patient, because the same patient shows 
different forms, either at the same time or at diffe¬ 
rent times. Neither does it seem to me to be likely 
that these differences of form are due to differences 
in the poison, for the same reason, that, if different 
poisons were required to produce mania and 
melancholia, you would not find one gliding into 
the other. I think, therefore, that the difference 
lies in the dosage of the poison. I think it is pro¬ 


bable that mania, which is a much more intense 
disorder than melancholia, is due to a larger dose 
of the poison ; and the probability of this seems to 
be increased by the fact that many of these cases 
of acute insanity begin as melancholia, they then 
change gradually into mania, and finally they sub¬ 
side into a stupid or a demented condition as the 
attack passes off. So it seems to me that one is 
almost driven to the conclusion that these different 
forms of acute insanity are all of them one disease, 
and that the differences of manifestation in the 
different forms of disease are due to the differences 
in the dose of the poison which the patient may be 
infected with. Then, of course, you may ask what 
produces the clinical differences in the different 
cases, because some of these cases begin with ful¬ 
minating severity, others begin very rapidly, while 
others begin very insidiously. Well, I do not know 
that it is necessary we should assume that it is 
always the same poison which produces these dis¬ 
eases. Certainly I think that in the fulminating 
cases the patient gets a big dose and that in the 
more insidious cases he gets perhaps repeated doses. 
At any rate, he does not begin with such a large 
dose as in the other case, and one is quite prepared 
to see that that may be so, because in another 
case of poisoning, the intoxication of gout, the 
symptoms sometimes begin with fulminating rapi¬ 
dity, so that the sufferer can identify the very hour 
or minute in which his enemy seized him in its 
grip by the toe, and in another case it begins 
gradually, and is several days before it reaches its 
full culmination; yet it is the same poison in both 
cases. 

In any case, I think we have here considerations 
which must lead us to the conclusion that acute 
insanity is a disease due to some poison or poisons, 
and that all the various forms that the acute 
insanity may take are not different in their nature, 
but are only different manifestations of the same 
disease. And, moreover, the same treatment is 
efficacious in them so far as it is efficacious at all, 
and the same considerations lead us to modify 
our treatment. 

December yd, 1906. 


We have received for review from Macmillan & Co. 
Part I of Volume II of the second edition of ‘A 
System of Medicine,’ by many writers, edited by 
Prof. T. Clifford Allbutt and Dr. H. D. Rolleston. 
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ON THE 

EARLY RECOGNITION OF CANCER OF THE 
RECTUM AND ITS TREATMENT. 

By DOUGLAS DREW, B.S., F.R.C.S., 
Surgeon to In-patients, the Hospital for Women. 


In no region of the body in which cancer is of ! 
frequent occurrence does it as often escape recog¬ 
nition during the earlier stages as when it is 
situated within the rectum. In a recent article in 
the ‘British Medical Journal’(May 26th, 1906), Mr. 
L. Cheatle calls attention to the importance of the 
early diagnosis of cancer of the breast, and lays 
stress upon the necessity of the immediate removal 
and examination of any tumour the nature of 
which is doubtful. My experience leads me to 
think that breast cases reach the hands of the 
surgeon at an earlier date than formerly prevailed. 

* How very different is the experience of those who 
have to deal with cancer in the rectum. In the 
vast majority of the cases that one meets with, the 
clinical feature resembles that of an advanced 
cancer of the breast. 

From the classical or text-book description of \ 
the signs by which the disease may be recognised, ] 
it is evident that the disease is rarely met with in j 
its early stages—the description is that of a cancer 
which has existed for months—and runs somewhat 
as follows. The growth forms an irregular and 
nodular mass often completely surrounding the 
bowel and projecting into its interior, causing much 
narrowing of its lumen, so that it may be difficult 
to insert the finger through it. The surface is 
often ulcerated, and bleeds readily on digital 
examination. If these are the signs upon which t 
we are to rely before making the diagnosis, there is 
small cause for wonder that the results of the 
operation for extirpation are so often disappointing. 

It is therefore of the utmost importance to 
inquire into the causes that contribute to this 
unsatisfactory state of things. The most important 
cause is the fact that cancer in this situation, as 
in others, during the early stage gives rise to 
practically no pain. The patient may have a 
sense of uneasiness about the region, particularly 
after an action of the bowels, when there may 
remain a sensation that the bowel has not been 
completely evacuated. This condition, associated 
as it often is with some constipation or spurious 


diarrhoea, may occasion some straining during 
defaecation, and as the result some slight bleeding 
takes place, which is attributed by the individual 
to “ piles,” and nothing more may be thought of 
the matter for a while, when owing to the persist¬ 
ence of this symptom the patient seeks the advice 
of his medical attendant, or rather, asks his doctor 
to give him something for “ the piles,” which he 
may have had for years, and to which he attributes 
his symptoms. It is at this stage that time is 
frequently lost in recognising the true state of 
affairs, owing to the reluctance on the part of the 
patient to submit to an examination. Only toq 
often is an examination deferred in deference to the 
wishes of the patient, and a prescription is given 
which may give the patient temporary relief. The 
importance of a thorough examination of the 
rectum in all such cases cannot be over-estimated, 
and until such becomes the routine pracitce there 
is little hope of the early diagnosis of malignant 
disease being established. To make a thorough 
examination of the rectum there is no better 
instrument than the finger, which should be gently 
inserted as high as possible. In the majority of 
cases cancer of the rectum begins within easy 
reach of the finger, so that if it were made an 
absolute rule to examine every rectum presenting 
symptoms such as I have mentioned, the disease 
would be discovered, and although the signs in an 
early stage would differ widely from the classical 
description I have referred to, yet if any small 
nodule of induration, or, as sometimes is the case, 
a small indurated ulcer is found, it would be 
enough to indicate that a more thorough investiga¬ 
tion is needed. 

Occasionally the disease begins at a higher level, 
and is not within reach of the finger. In such 
cases the risk that the early stage of the disease 
may be overlooked is much greater, and it is in 
these cases that the proctoscope or sigmoidoscope 
will be of use in making the diagnosis. In the 
later stages, when the disease is situated at this 
high level in the first portion of the rectum, an ill- 
defined induration may be made out on bimanual 
examination which should excite suspicion. 

In all cases the examination is much facilitated 
by having the bowels well cleared by an aperient 
and enema, and if the growth is high up the 
examination should be made under an anaesthetic. 

In forming an opinion as to the desirability of a 
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radical operation, it is said the degree of fixation of 
the bowel indicates the extent of the infiltration of 
the growth into surrounding tissues, and that if 
the bowel is fixed it is useless to attempt removal ; 

I am not wholly in agreement with this statement. 
Fixation may be due to infiltration of the tissues , 
by the growth; it is, however, in no inconsiderable 
degree due to chronic inflammation as the result of 
septic absorption from the ulcerated growth. In 
examining a microscopic section of carcinoma of 
the rectum, it is a striking feature how much dense 
inflammatory tissue is present outside the limits of 
the growth. On the other hand it is well to 
remember that in the male the growth has a great | 
tendency to infiltrate the wall of the bladder where I 
they lie in contact. 

Until a few years ago every case of cancer of the 
rectum was considered by some surgeons to be 1 
suitable for colotomy, and it was argued that not 
only did the operation relieve the patient’s pain , 
and avert the possibility of obstruction, but that it 
also retarded the growth, and statistics were brought 
forward to show that the average duration of life ! 
after colotomy was as much as in those cases in j 
which excision of the rectum was performed. I 
That such evidence could be adduced is a strong | 
argument that either the so-called radical operation ' 
was at fault, or the cases submitted to it were too 
advanced, and were therefore unsuitable. 

At the present time it is becoming more gene¬ 
rally recognised that cancer of the rectum, like 1 
cancer in other situations, should, whenever possible, | 
be submitted to early and complete removal, and for , 
this reason colotomy is now less frequently employed i 
in cancer of the rectum, just as gastro-enterostomy ! 
for cancer of the stomach is giving place to the more j 
radical measure of pylorectomy or partial gastrec- i 
tomy, and justas the operation of gastro-enterostomy ; 
is reserved for unfavourable cases of cancer of the 
stomach in which extirpation is hopeless, so the ( 
operation of colotomy should be similarly restricted t 
to cancer of the rectum, which has passed beyond 
the stage of complete removal. There can be 
no question that colotomy should be performed 
where there is marked narrowing of the bowel* 
as this condition may eventually terminate in ; 
obstruction unless relieved. But in cases where ! 
this narrowing is absent, or extensive ulceration is 
present, a difference of opinion exists among sur¬ 
geons as to whether colotomy gives any real relief to 


the terrible distressing symptoms. I am strongly in 
favour of a colotomy for these cases also, and am 
convinced that diverting the stream of faeces from 
the ulcerated growth greatly benefits the patient, 
and moreover, not only relieves the pain and 
lessens tenesmus and spurious diarrhoea, but facili¬ 
tates the washing out of the lower segment of the 
bowel, which is an important point in the treatment, 
as when the foul and irritating discharge is 
cleared away the tenesmus and diarrhoea are much 
less troublesome. 

The comparatively advanced stage the growth 
has reached when it first comes under observation, 
to which I have already called attention, renders 
the probability of the presence of secondary 
deposits very great, so that before embarking upon 
a radical operation it is necessary to search care¬ 
fully in order to exclude the presence of secondary 
deposits, otherwise the patient may be submitted 
to an extensive surgical procedure which would be 
quite useless. 

Apart from infection of the glands in the meso- 
rectum, secondary deposits may be met with in the 
lymphatic glands of the lumbar region and in the 
liver. But it is to the pelvic peritoneum that 
attention should be specially directed, as secondary 
deposits are frequently found in this situation 
owing to the fact that the peritoneum comes in 
contact with this part of the rectum. Now the 
only way in which the presence of these deposits 
can be excluded is by performing an exploratory 
laparotomy. For some years past I have made 
this a routine practice in cases which so far as the 
local conditions were concerned, were favourable 
for radical treatment, and in a large proportion I 
found small secondary nodules studded about the 
pelvic peritoneum which at once negatived any 
attempt to extirpate the disease. The exploratory 
incision was always placed obliquely in the left 
inguinal region, so that it could be utilised for a 
colotomy. 

On the other hand, supposing no secondary 
deposits are found, the incision may be utilised for 
performing the abdomino-perineal excision, a 
method of procedure which is growing in favour, 
or it may be utilised for a colotomy as a preliminary 
step to excision, a method which has much to 
recommend it, and to which I shall have to refer 
again. 

It is only by exploring the abdomen in all cases 
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in which the disease is advanced that a fair idea j the symptoms having existed some six months, 
can be obtained of the utility of excision of the Both of these cases were treated by excision of the 
rectum as a curative measure, and to proceed to rectum and anus, and in both some seven or eight 
excise the rectum without availing oneself of this inches of the bowel were removed, together with 
method of examination can bring nothing but the glands and all the cellular tissue from the 
discredit on the operation. hollow of the sacrum, and both patients made 

Do not let me be misunderstood. I do not j satisfactory recoveries from the operation. In 
practice abdominal exploration when one is fortu- , dealing with early cases, should we be content tq 
nate enough to meet with an early case, but as I ] remove a malignant growth by encircling it with 
have already said these early cases are exceptional, the knife or cautery and removing the subjacent 



Rectum and anus laid open from behind. 


Limits of growth, b. Cancerous gland in meso-rectum. 


Quite recently I have had two cases in which the 
history and extent of the disease appeared to war¬ 
rant removal without abdominal exploration. 

In the first there was a chronic malignant ulcer 
about the size of a shilling just within the anus, 
the patient was a woman aet. 63 years, and although 
the ulcer had been present some months, yet from 
the chronicity of the growth it appeared to be 
justifiable to remove it without abdominal explora¬ 
tion. 

In the second (Fig. 1) the growth measured 2i 
by ii in., and was limited to the anterior rectal wall, 


portion of the rectal wall with a good margin of 
healthy mucous membrane around the growth ? I 
am firmly convinced that in the light of knowledge 
we possess of the tendency of cancerous growths to 
infect the surrounding tissues and glands, these 
partial operations for malignant disease of the 
rectum should be abandoned. It is just in these / 
early cases, as in cancer of the breast, that a free 
operation should be practised. Partial operation 
for cancer in other regions has been abandoned, 
and I cannot see why an exception should be made 
when the growth happens to be situated in the 
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rectum, although it appears to still be the usual 
method if text-books can be relied upon as evidence 
of the trend of modern practice. 

It is obvious that such treatment leaves the 
cellular tissue and glands in the locality un¬ 
touched, both of which may be, and in many 
cases are, infected, and it is only by a complete 
excision of the rectum that these can be satis¬ 
factorily dealt with. The second case to which I 
refer graphically illustrates how futile such a 
partial operation would have proved, for there 
were several cancerous glands in the meso-rectum, 
which I was careful to get well above. 

Two considerations have largely influenced 
those surgeons who resort to these partial opera¬ 
tions for cancer of the rectum. The first is that 
the complete excision may leave the patient in the 
unhappy position of having an anus over which 
there may be little or no control, and secondly, it 
is argued that columnar carcinoma is a less 
malignant growth, and tends to infect glands at a 
later stage than other cancers. In my opinion 
there is very little evidence to support the second 
of these arguments, and even if true it should not 
influence the endeavour to rid the patient per¬ 
manently of this terrible disease. With regard to 
the first point, there is no doubt that loss of 
control at the anus is an extremely grave disability, 
and the sense of insecurity is a source of great 
mental discomfort to the individual ; yet in many 
patients, after excision of the rectum in which it 
has been necessary to remove the anus, the loss of 
control only becomes troublesome if the bowels 
are relaxed. 

With regard to the method of operating, this 
largely depends on the position of the growth. 
Certain points, however, stand out in prominence, 
to which attention must be primarily paid. 

(1) The first indication is to remove the disease 
as thoroughly as possible, together with the 
lymphatics and glands in the vicinity. Now, in 
order that this may be accomplished in the most 
radical manner, it is essential that a considerable 
section of the bowel shall be removed, and to 
do this it is necessary to open the peritoneal 
cavity. 

(2) To re-establish, if possible, the continuity of 
the bowel, which means that the upper parts of the 
rectum must be rendered completely free, so that 
it may be drawn down without tension to take the 


place of the several inches of bowel that have 
been removed. 

(3) In order that this may be accomplished not 
only is it necessary to divide the peritoneum freely 
on each side of the rectum, but the meso-rectum, 
in which lie the vessels, has also to be divided, 
which means that the nutrition of the bowel is to 
some extent interfered with ; if the meso-rectum is 
not divided sufficiently there will be difficulty in 
bringing the bowel down to the anus, and the 
tension may cause sloughing of the rectum. The 
risk, such as it is, must be taken, and, so long as 
the operation is not followed by cellulitis from 
fouling of the wound, it is not great. 

There is rarely any difficulty in bringing the 
bowel down, if the meso-rectum is freely divided. 

(4) It is of primary importance to prevent the 
wound from becoming soiled both during and 
after the operation. 

For this reason the finger should never be 
introduced into the bowel during the operation, in 
fact it is a good plan to close the anus or lower 
end of the bowel at the beginning of the operation 
so as to prevent the escape of any discharge. It 
is also most important not to pull too forcibly on 
the bowel during removal, or it may tear at or 
about the site of the growth. 

The high mortality from the operation has been 
greatly reduced since the improvement in the 
technique has prevented these accidents. 

It is with the object of lessening the risk of 
sepsis that many surgeons prefer to establish a 
colotomy before excising the rectum, and much is 
to be said in favour of this method, particularly 
when it is necessary owing to the position of the 
growth to remove the sphincters; and many sur¬ 
geons consider that the patient is in much more 
satisfactory condition with an artificial anus on the 
abomen that can be efficiently controlled by a pad, 
than with an anus in its normal position over which 
there is little or no control. Moreover, I have 
already pointed out the importance in the majority 
of cases of exploring the abdomen before resorting 
to excision, and incision for this purpose can be 
utilised for establishirig the colotomy. I have 
employed this method in the majority of the cases 
I have treated, either closing the lower end of the 
bowel or bringing it out over the sacrum at the 
posterior angle of the wound. On the other hand, 
it must not be forgotten that patients have the 
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greatest aversion to an artificial anus situated on 
the abdomen, and that the loss of sphincteric | 
control is not a great inconvenience if the bowels 
are properly regulated, besides there is the disad¬ 
vantage that the patient has to undergo two opera¬ 
tions at a short interval of a fortnight or so. 

What may perhaps be called the ideal procedure, 
but which as I have already pointed out must be 
restricted to the early and most favourable cases, to 
those which do not extend lower than to within i£ 
inches of the anus, is to remove the rectum by means 
of the perineal or vaginal route, at .the same 
time to preserve the sphincters and bring the 
bowel down through the anus, the mucous mem¬ 
brane of which has been removed with the rectum, 
and suture it to the skin. This may be readily 
accomplished in the female as the pelvis is more 
roomy, and ample space may be obtained by divid¬ 
ing the perineum forwards and extending the 
incision into the vagina, but in the male it is by no 
means so easy, as the space between the anus and 
the coccyx is very limited, and in most cases it is 
necessary to remove the coccyx or even portions j 
of the sacrum after Kraske’s method. The great | 
difficulty in this method of procedure is to keep 1 
the wound clean. In order to reduce this risk to 
a minimum, the bowel should be thoroughly 
washed out with some antiseptic and plugged with 
gauze, and after the skin has been throughly 
.cleansed an incision should be made around the 
anal margin and the mucous membrane dissected 
up off the sphincters, as in Whitehead’s operation ; . 
after this has been done a ligature should be applied I 
to it, so that the contents of the bowel may be j 
prevented from escaping. Where it is necessary j 
to remove the sphincters the risk of soiling the 
wound is much less, as the anus should be securely j 
closed by a subcutaneous suture before starting 
the operation. This is the plan I adopted in deal¬ 
ing with the cases referred to above. In the first of 
these, I made an incision around the anus and 
carried it to the tip of the coccyx, while in the 
second case, after encircling the anus, the perineum 
was divided forwards, and the greater part of the 
posterior vaginal wall was removed with the rectum. 
After freeing the bowel it was drawn down, the 
divided peritoneum was sutured to it at a distance of 
about two inches above the level of the skin, and after 
cutting away the growth a Paul’s tube was secured 
in the end of the bowel and the skin sutured to 


the wall of the rectum two inches above the tube. 
By so doing I was able to pack off the tube so that 
the wound was not fouled by discharge from the 
bowel. The perineum and vagina were united, 
with a gauze drain inserted through the upper part 
of the vaginal wound. At a later date the excess 
of bowel protruding beyond the margin of the 
skin into which the Paul’s tube had been fixed 
was trimmed away to the level of the skin. 

Another method of dealing with these cases 
which is suited to those in which the disease is at 
a higher level, is by the combined abdomino¬ 
perineal incision, the abdomen is opened and the 
vessels in the meso-sigrtioid secured and divided, 
and the peritoneum divided around the bowel, the 
patient is then turned over, and the dissection 
completed from the perineum. The bowel may 
then be brought down through the sphincter as 
referred to, or it may be drawn up into the abdo¬ 
minal wound and an artificial anus established in 
this situation. Of the two methods I prefer the 
latter, as there is less risk of sepsis. The pelvic 
peritoneum should be sutured so as to shut off the 
abdomen, and the perineal wound may be partially 
closed, but free drainage must be provided. The 
chief disadvantage of this procedure is its severity, 
so that it is not suited for patients in an enfeebled 
state. It has the advantage of being very thorough, 
and there is less sisk of sepsis than in any other 
method. 

In conclusion I would again lay stress upon : 

(1) The importance of recognising the disease 
at the earliest opportunity, and that, until the cases 
are obtained early, the results of excision of the 
rectum cannot be expected to show the improve¬ 
ment that improved technique in operating deserves. 

(2) That partial operations for cancer of the 
rectum should be abandoned, and that, just as in 
the breast, the earlier the disease the better is the 
chance of effecting a cure if thorough operation 
is performed. 

(3) The importance of exploration by the abdo- 
I men in all cases in which cancer of the rectum is 
! at all advanced before proceeding to excision. 

December 3rd, 1906. 

We have received from Archibald Constable & Co., 
Ltd., a copy of ‘The Integrative Action of the 
Nervous System,’ by Prof. C. S. Sherrington, for 
review. This volume forms the second of the 
Mrs. H. E. Silliman Memorial Lectures. 


Digitized by 


Google 



The Clinical Journal. 


DR. LEONARD WILLIAMS. 


[Dec. 6,1906. 123 


TWO LECTURES j 

ON 

HIGH ARTERIAL TENSION AND 
SOME OF ITS CONSEQUENCES. 

Delivered at the Medical Graduates* College. ! 

By LEONARD WILLIAMS, M.D., M.R.C.P., ! 

Physician to the French Hospital; Assistant Physician 

to the Metropolitan Hospital. j 

Lecture II. 

Gentlemen, —In the last lecture I briefly sketched , 
some of the more serious consequences of high 
arterial tension, leaving the earliest or so-called 
functional stage for fuller consideration to-day. 
We saw on that occasion that high blood-pressure 
is by no means necessarily the result of organic 
disease in the kidneys or elsewhere, that it is, on 
the contrary, more often the forerunner of such 
disease, being in its earliest stages a functional 
affection which leads to arteriosclerosis and the 
ultimate involvement of important viscera, includ¬ 
ing the heart itself. We have now to retrace our 
steps and consider the symptoms, physical signs, 
and treatment of this earliest stage. In connection 
with the symptoms and physical signs, it is neces¬ 
sary that we should remember that the operative | 
factor in the production of high blood-pressure 
is the contraction of the vessels which form the I 
branches of the arterial tree. What brings about 
that contraction is a vexed question to which I 
shall refer when considering the treatment. For 
the moment let me try to enumerate the symptoms 
which ought to suggest the possible existence of | 
high arterial tension and indicate the physical signs 
by which its presence can be determined. 

The symptoms are, unfortunately, very indefinite; 
so indefinite indeed that they might easily be 
summed up by saying that as a rule the most pre- ( 
cise complaint which the patient is able to make is 
that he feels “ out of sorts.” It is very seldom that 
the condition proclaims itself. It must be sought 
for, and a condition precedent to the search is that 
it must be present to the mind of the physician. \ 
The subjects of high arterial tension are as a rule 
those who “ do themselves well.” They are often | 
hard workers, both mentally and physically, but | 
the food which they take is, both as to quantity 


and quality, more than they require. Predispos¬ 
ing influences are heredity, syphilis, gout, and 
a history of almost any of the acute specific fevers. 
Of symptoms, by far the most important is 
dyspnoea, the dyspnoea of slight effort. The dys¬ 
pnoea itself is often slight, so slight that its exist¬ 
ence has not obtruded itself on the patient’s notice. 
When questioned, however, he will remember that 
it is among the discomforts from which he has 
been suffering. This symptom is rarely, if ever, 
absent. It is, as we shall see later, very closely 
connected with the causation of the high pressure, 
and when its existence is revealed it ought always 
to lead to a most searching examination of the 
cardio-vascular system. It must not be confused 
with a dyspnoea due to other causes. It is by no 
means constant. Indeed, its great characteristic is 
that it is paroxysmal. It is most likely to appear 
after food, but it may be quite independent of 
mealtime. It not infrequently comes on at night, 
but it is most typically the result of slight effort, 
more especially when that effort is accompanied by 
some degree of mental anxiety, as when a man 
quickens his pace so as not to be late for an 
appointment. It sometimes develops itself sud¬ 
denly. The patient had never noticed that he was 
unduly breathless, when all at once as the result 
of some slight exertion he has an attack of extreme 
dyspnoea. When this has happened more than 
once he is struck with the disproportion betweeft 
the degree of effort and the extent of the breath¬ 
lessness, and he is driven to seek advice. It is 
perhaps natural that his own suspicions should fall 
on the lungs ; at any rate, more often than not he 
comes with a request that these organs should be 
examined. I need hardly say that under such 
circumstances they are not the organs which should 
engage our attention. Dyspnoea of some kind is 
present in almost all affections of the cardio¬ 
vascular system, and it is pre-eminently in this 
system that the careful physician will search for its 
cause. In such a case as we are considering there 
will be no dilatation and no murmurs. Later on 
there may be both, but in the functional stage the 
most careful examination is typically negative on 
these points. There is one sign, however, w f hich 
is present in every case of high arterial tension 
where the heart is still intact. This is an accen¬ 
tuation of the second sound at the aortic base. 
A dyspnoea which is paroxysmal, which is occa- 
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sioned by slight effort, which is attended by 
this physical sign and accompanied perchance by a 
slight outward displacement of the apex beat, is 
almost certainly the dyspnoea of high arterial 
tension in its early stage, to remedy which, while 
it is still remediable, every effort should be 
directed. 

Another sign which should always excite sus¬ 
picion is epistaxis. We are told that epistaxis is 
suggestive of typhoid fever. It is always well to 
bear every possibility in mind, but this symptom, 
especially if it be recurrent, ought always to lead one 
to examine the state of the blood-pressure. And 
not epistaxis only. A person with an abnormally 
high blood-pressure may bleed from anywhere. If 
there be any weak spot in his arterial system, it 
is easy to understand that the increased pressure 
will find it out and give rise to haemorrhage. 
Haematuria, haematemesis, menorrhagia, and even 
haemoptysis, may all arise from this cause, but by 
far the most suspicious of these haemorrhages is 
the recurrent relieving epistaxis of people about 
middle age. Haemoptysis, of course, does not 
come strictly within our category. There are said 
to be no vaso-constrictors in the lungs, so that this 
symptom when due to vascular as distinct from 
pulmonary disease must arise either from some 
such cause as mitral stenosis, or from structural 
changes in the pulmonary vessels. It cannot 
therefore be due to a raising of the blood-pressure, 
which is purely functional and systemic. It is, 
nevertheless, a fact that haemoptysis may be the 
first thing to call attention to a widespread involve¬ 
ment of the whole vascular system. As it is a 
symptom which in the majority of cases means 
pulmonary tuberculosis or mitral stenosis, it is well 
that we should remember that profuse and even 
alarming haemoptysis is by no means an un¬ 
common accompaniment of any condition which is 
associated with high blood-pressure. 

The majority of these haemorrhages are presum¬ 
ably caused by a rupture of the vessels situated 
on the cardiac side of the area of functional con¬ 
striction, but there are also certain symptoms 
which are obviously due to the constriction itself. 
Thus constriction gives rise to anaemia of certain 
parts. The anaemia is sometimes transitory only, 
as though it were produced by an extra spasm in a 
particular set of vessels. To such a cause must 
be attributed the vertiginous attacks, the occasional 


feelings of dizziness, to which these people gene¬ 
rally admit. Anaemias of longer duration will 
cause neuralgias of various kinds, especially supra¬ 
orbital neuralgia and sciatica; the painful head¬ 
aches often loosely called migraine are also not 
infrequently due to this cause. 

A fairly constant symptom is polyuria. The 
1 danger in connection with polyuria is that it rightly 
suggests the possibility of granular nephritis, and 
that if an examination of the urine should prove to 
be negative, the examiner is liable to persuade 
himself and his patient into a sense of false 
security. Let us remember, then, that polyuria, 
though it is liable to be associated with granular 
nephritis, very often occurs quite independently 
thereof. The real cause of the symptom is the 
increased blood-pressure, and this may arise from 
many causes other than renal disease. 

If asked to define the general feelings of “ out 
of sorts ” of which he complains, the patient will 
usually specify mental lethargy and somnolence, 
both of which are apt to be very pronounced after 
meals. These symptoms generally suggest to him 
the desirability of a tonic, and if he considers him. 
self learned in drugs, he will prescribe for himself 
strychnia or iron or some of the “ nerve vitalisers ” 
with which the trade circulars have familiarised 
him. It is only when these have added materially 
to existing discomforts that he seeks advice. And 
I may say parenthetically that he is fortunate if he 
comes across a physician who does not advise him 
airily to take a holiday in some “ good bracing 
climate.” These feelings of somnolence and 
lethargy are often found alternating with periods of 
energy and well-being, for we must not lose sight 
of the fact that a moderate degree of high-pressure 
is very stimulating. In the predisposed these 
symptoms of depression are liable to pass very 
quickly into hypochondriasis and true melancholia, 
and it is scarcely too much to say that if this 
aspect of mental instability were more often re¬ 
membered and removed, there would be less 
occasion than now exists for lamenting the increase 
of insanity in this country. 

Having regard to the fact that the heart is con¬ 
stantly engaged in struggling to overcome an ever 
increasing peripheral resistance, it is not surprising 
to find that many of these patients complain of 
symptoms which point to occasional distress on the 
[ part of this much tried organ. Palpitation, arrhyth- 
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mia, and tachycardia are very apt to occur from 
time to time and, like the dyspnoea, they are in I 
this condition characteristically paroxysmal and ■ 
provoked by slight effort. i 

There is a point which is worth remembering in ' 
connection with any or all of these symptoms, and 
that is that they are much more liable to occur in I 
circumstances which tend ordinarily to constrict 
the vessels of the cutaneous surface. Cold weather, 
for example, east winds, bracing climates, and cold 
baths, will often provoke a train of symptoms which 
had, so to speak, been lying dormant. The high | 
arterial tension-was there, but it required exposure 
to external stimulus to bring it into prominence. | 
Especially does this apply to the obscure gastro¬ 
intestinal disturbances which so often accompany 
increased blood-pressure. And let me say, in con¬ 
nection with baths, that they vary in their effect 
upon blood-pressure according to their temperature. 
Cold baths—that is, anything up to 95°F.—produce 
a definite and sustained rise, with slowing of the 
heart’s action, and the lower the temperature 
the more decided this result. From 95°F. up to 
104° F. the bath causes a lowering of pressure. 
Baths above io 4°F cause a rise during the whole 
period of the bath. 

It may be objected that these symptoms consti¬ 
tute rather a flimsy foundation whereon to base a 
diagnosis of high blood-pressure. That is true, and 
were it not that they are intended merely to excite 
a suspicion which is capable of being verified or 
negatived by physical examination, they would be 
practically valueless. What I desire to insist upon 
is the necessity for being alive to the possibility of 
the existence of high arterial tension before it is 
forced upon our notice by some unequivocal 
evidence of organic disease. I have already 
briefly referred to the physical signs by which this 
suspicion may be confirmed. First, there is the 
accentuated, or at any rate seriously altered, second 
sound at the aortic cartilage. Secondly, there is the 
outward displacement of the heart’s apex. This, as 
I have already mentioned, is a sign which according 
to some can only occur when the splanchnic vessels 
are definitely sclerosed, so that it is doubtful 
whether it ought to be included. Thirdly, there 
is the very unreliable evidence to be obtained 
from feeling the pulse with the finger. Fourthly, 
there is the so-called stability of the pulse in the 
upright and recumbent postures. The presence of 


any one of these, however, or of all combined, is 
not sufficient to do more than strengthen the sus¬ 
picion. If we want to be certain we must use a 
manometer, and in view of the many factors 
which bring about a transient rise of blood-pressure 
the evidence afforded by the instrument must be 
confirmed by readings taken on more than one 
subsequent occasion. For what we are concerned 
with is not high arterial tension, but sustained high 
arterial tension, the arterial tension which if it 
goes unrelieved will give rise to the consequences 
which were considered in the last lecture. 

We have seen that this sustained high blood- 
pressure arises independently of any organic dis¬ 
ease; we have now to inquire into the causes 
which are liable to provoke it. The subject is not 
one which invites to dogmatism, but it seems to- 
be generally accepted that the constriction which 
occurs in the branches of the arterial tree is due to 
toxins circulating in the blood, which by acting 
upon the vessel walls themselves, or upon the vaso¬ 
motor centres, irritate the muscular coats into a 
state of chronic contraction. So far most observers 
are now agreed, but when it comes to considering 
the nature of this toxin, we find that opinions differ 
widely. There would nevertheless seem to be 
agreement upon the fact that these toxins are of 
gastro-intestinal origin, though there are not want¬ 
ing those who place the responsibility upon a 
perversion of the internal secretions of certain 
glands, such as the supra-renal, the thyroid, and 
others. These suggestions are interesting and may 
contain some truth, but they are so far purely 
theoretical, and even if they were shown to be 
correct they would not help us very much until it 
could be shown what the influence was that brought 
about the perversion. According to a great many 
observers this toxin is merely our friend gout in 
one of its protean forms, and certain it is that 
excess of meat foods and alcoholic drinks, which 
are the recognised producers of gout, are found to- 
be almost invariably associated with the condition 
we are considering. Dr. Haig holds that uric acid, 
and uric acid alone, is the offending agent. M. 
Huchard, without committing himself to any theory 
as to the exact nature of the poison, holds strongly 
that it is due to the free ingestion of meat foods, 
combined in many cases with over-indulgence in. 
tobacco, with insufficient exercise, and consequent 
sluggishness of the excretory organs. 
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There seems, on the whole, to be no escape from 
the fact that, directly or indirectly, the ingesta are 
to blame. It may be that it is a matter of quantity 
or it may be merely one of quality. Or, again, it 
may be that, measured by the ordinary standards, 
neither may be at fault, but the individual, being a 
reversion to some ancestral type, is unable to cope 
with the dietetic habits of his time. There is one fact 
which lends very strong support to this view of 
dietetic responsibility, and that is the constancy of 
dyspnoea as a symptom. We know that asphyxia, 
however arising, is one of the most potent causes 
of high blood-pressure, and that deficient oxygena¬ 
tion of the blood will have the same effect in a 
degree exactly commensurate with the oxygen 
inadequacy. Now, dyspnoea is due to an excess of 
carbonic acid in the blood, and, in the absence of 
structural disease, the commonest cause of this is 
an excess of combustible material obtained from 
the intestinal canal. Such material, then, merely 
by causing dyspnoea will give rise to high arterial 
tension. Thus it is easy to follow the modus 
operandi of quantitative excess. The surplus food 
taken over and above the needs of the organism is 
not discharged as useless, but is laboriously meta¬ 
bolised. This process gives rise to an increase of 
carbonic acid in the blood, causing heightened 
blood-pressure and its most common symptom 
dyspnoea. In the matter of the quality of the 
ingesta the indictment against excess of meat 
foods seems to be abundantly proved. First there 
is the evidence of experience. All wTiters agree 
that when a person in the stage of functional high 
tension is forbidden meat and reduced to a diet 
which is strictly lacto-vegetarian, the tension imme¬ 
diately falls and remains at normal so long as this 
regime is maintained. Nor is this at all difficult 
to understand. Meat foods we know may contain 
ptomaines and similar substances in great abun¬ 
dance, and it is easy to realise that as they are 
capable of giving rise to acute poisoning, these 
toxins should be able to cause a chronic irritation 
which finds expression in that constriction of the 
vessels which is the essence of functional high 
tension. 

Until recently these two factors, a general excess 
of intake and abuse of meat foods, were regarded 
as sufficient to explain the occurrence of sustained 
blood-pressure. Now, however, we have a third 
factor to reckon with, namely the excess of chloride 


of sodium in the system. This question has been 
very carefully studied in France, and a great many 
interesting and important facts in connection there¬ 
with have been elicited, but, unfortunately, their 
explanation is not as yet at all clear. Briefly, then, 
this is how the matter stands. It has been known 
for over fifty years that chlorides are retained in 
the system during the whole course of acute febrile 
complaints, to be discharged with great rapidity' as 
soon as convalescence is established. It has also 
been known for a long time that cedematous fluid, 
evenof cardiac origin, is highly charged with common 
salt. Recently comes M. Widal, with the interesting 
announcement that he finds that certain people have 
a difficulty in excreting common salt, though they 
may be able to excrete all the other normal consti¬ 
tuents of the urine, and even methylene blue. In 
these people he has been able to produce definite 
oedema by increasing their consumption of NaCl, 
and in those who have oedema of renal origin he is 
able to cause its disappearance by withholding the 
salt. Further researches have shown that retention 
of the chlorides, presumably by causing oedema of 
the kidney itself, produces a general renal inade¬ 
quacy, so that not only the chlorides but urea and 
other results of metabolism are retained in the 
circulation, to give rise to uremia and other toxic 
states. In the ‘Semaine M^dicale’ in March of 
last year MM. Am bard and Beaujard show that 
the retention of chlorides or an excess of chloride 
medication is always followed by the production of 
high arterial tension, which, however, rapidly sub¬ 
sides when the chlorides have been excreted. 
Moreover, it was shown by Widal that meat without 
salt was harmless to his cedematous patients, 
whereas milk with salt aggravated the. oedema. 
These findings all pointed very strongly to the fact 
that the real villain in the dietetic drama was not 
a general excess, or a surplus of meat, but the 
harmless, necessary, common salt of commerce and 
the arts. Such a conclusion does not, however, 
bear examination. Sodium chloride is a necessary 
constituent of the tissues, and any excess is 
normally at once excreted. Moreover it diminishes 
the toxicity of certain poisons, if not of all, and its 
retention during acute fevers may very well be 
regarded as a defensive measure on the part of the 
organism against the attacks of the invading poison. 
It is, in fact, probably in the nature of an opsonin 
which stupefies the enemy as a preliminary measure 
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to the attentions of the phagocytes or other opera¬ 
tors, and when the enemy is finally overcome the 
excess is discharged. Like fever and leucocytosis, 
it is a weapon; but, like these, it is a weapon which 
may occasionally be turned against its owner. 

Further, it has been shown by Ambard and 
Beaujard that whereas the injection of NaCl 
into the blood tends rather to lower the arterial 
tension than to raise it, the injection of impure 
peptones always raises the arterial tension by with¬ 
drawing fluid from the blood into the tissues and 
thus increasing the viscosity of the former. The 
subcutaneous injection of sea-water as practised 
by Lalesque and Robert Simon has no effect in 
raising the blood-pressure. 

The moral of all this is that dietetically we must 
insist upon three rules in the treatment of patients 
in whom we find a raised blood-pressure which we 
have reason to hope is still in the functional stage 
and therefore susceptible of cure. The first is the 
reduction of the whole intake. The consumption 
of large meals is, after all, merely a habit, and a 
little reasoning will generally persuade people past 
middle life that their physiological needs are not 
as great as they were in the period of youth and 
vigour. The second is the restriction of meat 
foods. This restriction should, in the first instance 
at any rate, amount to absolute prohibition. 
Until the blood-pressure falls to something ap¬ 
proaching normal, the diet should be severely lacto- 
vegetarian. It seems necessary to insist upon this 
point because the majority of people understand 
by meat foods those which are sold by the butcher, 
and make a great virtue of living entirely upon 
bacon, ham, poultry, game, and fish. To make 
matters quite clear, therefore, I always specify that 
no food is to be taken which has entailed the 
taking, of life. It is such foods which may contain 
ptomaines and other undesirable constituents, and 
1 am not aware that these are less likely to be 
present in game or fish than in beef or mutton. 
It is also well to emphasise the fact that cheese 
should be taken fresh and not half decomposed. 
The third dietetic rule refers to the ingestion of 
salt. In the present state of our knowledge it is 
impossible to be sure of the connection between 
high arterial tension and an excess of sodium 
chloride in the food, but that there is a connection 
seems to be beyond dispute. It is possible to go 
even farther and say that in some cases, perhaps the 


majority, the high tension, even if it be not caused 
by the presence of an excess of chloride, is certainly 
maintained thereby, so that Vo be on the safe side 
we should forbid the addition of salt to the food. 
If the diet is lacto-vegetarian and the vegetables 
are cooked without salt, the amount of chloride 
taken is reduced to a minimum. It is not as a 
rule necessary to obtain bread which is salt-free. 

I have said nothing about alcohol. The truth is 
that per se it is practically harmless in the condi¬ 
tion which we are considering. Glad as I should be 
to increase the number of indictments against its 
habitual and indiscriminate consumption, the worst 
I can say of it in this connection is that it leads to 
dietetic excess. There is no doubt that the 
alcohol drinker eats more than he requires. To 
this may be added the fact that the alcohol drinker 
is generally a meat eater to a very considerable 
extent, so that although wines and spirits in them¬ 
selves do not tend to cause high arterial tension, 
they do contribute largely to that excess of general 
intake and abuse of meat foods which we have 
seen to be so deleterious. Of tea and coffee it 
may be said that taken in the ordinary quantities 
they do not do much harm, though both tend to 
excite the cardio vascular system, and therefore 
strict moderation should be enjoined in their use. 

Hygienic treatment is of the utmost importance. 
Plenty of exercise—that is, a sufficient amount 
adequately to metabolise the food which is taken— 
is very important, and this exercise should be 
taken in the open air. The more oxygen that a 
person under these circumstances can have, the 
less likely is he to suffer from dyspnoea, and the 
less likely, therefore, is he to suffer from high 
arterial tension. 

The question of baths I have already briefly 
touched upon. A very good measure when pro¬ 
perly employed is massage. Not only does it 
increase metabolism, but it also tends to dilate the 
superficial vessels, and in this way to ease the load 
of the central organ. 

In the matter of drugs I would say first and 
foremost, put not your faith in those whose sole 
action is that of dilating the peripheral vessels. 
Amyl nitrite, nitro-glycerine, erythrol tetra-nitrite, 
and trinitrin, are all excellent measures to be used 
in an emergency: and I may suggest here as a 
suitable emergency in which to employ them, the 
insomnia which many people suffer from as the 
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result of high blood-pressure. These drugs, by 
reducing the blood-pressure, promote a quiet and 
restful sleep. The two drugs which are really use¬ 
ful in a general way are calomel and iodide of potas¬ 
sium. Calomel is best given in small doses and 
iodide of potassium in large doses. The amount of 
iodide of potassium which a patient with high 
blood-pressure will tolerate will seem very astonish¬ 
ing to those who are in the habit of tendering this 
drug in fear and trembling in amounts varying 
from 2\ to 3 grs. The right amount with which 
to commence is io grs., and it can be increased to 
even 20 grs. or more three times a day. One of 
my patients is in the habit of taking 25 grs. three 
times a day, and if that amount is reduced he 
does not feel so well. The iodide under these 
circumstances I have never known to give rise to 
those depressing effects which are common when 
given persistently in other conditions. It is, of 
course, necessary to watch the degree of blood- 
pressure, and when that falls to reduce the iodide 
in proportion. 

The main indication, apart from the hygienic 
details to which I have already alluded, is to 
increase the excretory activity of the bowels, skin, 
and kidneys, and to stimulate them to do their 
work adequately. I would be the last to under¬ 
estimate the importance of the bowels in this 
connection, but we ought to remember, I think, | 
that the main function of the intestinal tract is 
absorption and not excretion, so that vigorous 
purgation is far less necessary in this than it is in 
some other conditions. Neither should I be 
inclined to under-estimate the value of free cuta¬ 
neous activity, but inasmuch as we know that the 
products of metabolism, especially of nitrogenous 
metabolism, are excreted by way of the kidneys, it 
is surely to these organs that our particular atten¬ 
tion should be turned—the necessity indeed for 
which must be apparent from the considerations 
on the subject of the chlorides which I have 
detailed above. The best drug for increasing the 
renal secretion is theobromine, the next best is 
buchu, but of all the measures for producing 
diuresis without any unpleasant results I know of 
nothing better than the proper use of Evian water.* 
This water, even when imported into this country, 
has a diuretic effect which is surpassed by nothing 

* ‘Les Cardiopathies Arterielles et la Cure d’Evian/ 
Bergouignan. 


else with which I am acquainted. It not only 
increases the amount of urine, but it increases 
also to a degree which is truly astonishing the 
amount of solid matter which is passed therewith. 
Evian is not at present particularly well known in 
England. It is a health resort on the Lake of 
Geneva, which has a summer season from May to 
September, and although the imported water is of 
the utmost value, nothing can really compare to a 
course of treatment, lasting about six weeks, to be 
obtained at the place itself. Moreover, as I have 
had occasion to point out before, the advantages 
of sending a person to a suitable health resort are 
not to be measured by the results of the individual 
course. The patients are there trained in the kind 
of life which is suitable to their condition, and 
trained in a manner which is infinitely superior to 
any directions which can be given in the consult¬ 
ing-room at home. 

December 3rd, 1906. 


We have received from Messrs. Burroughs Well¬ 
come & Co. a sample of their “ soloid ” eosin-azur, 
for Giemsa staining with one solution. Recent 
work by Schaudinn, Metchnikoff, and others, has 
directed attention to the Spirochete pallida as the 
probable causal organism of syphilis. Since cul¬ 
tures of this spirochsete have not yet been obtained 
by laboratory methods, its identification has largely 
rested upon the suitability of the staining reagents 
employed. 

Prominence has been given to Giemsa’s method 
which has already been recommended for staining 
malarial blood. The method requires a mixture 
of aqueous solutions of eosin and of pure methy¬ 
lene azur. The necessity of preparing two solutions 
is a disadvantage which has been overcome by the 
use of “ soloid ” eosin-azur for Giemsa staining 
with one solution. 

To prepare the solution, dissolve one “ soloid " 
product in 5 c.c. of pure methyl alcohol. A few 
drops are run on to the film and allowed to remain 
for one or two minutes. Then double the volume 
of distilled water is dropped on to the film. After 
another five minutes’ staining the film may be 
washed in distilled water, dried in air, and mounted 
in xylol balsam. 

Nuclear and malarial bodies stain an intense red 
or violet colour, while the Spirochete pallida will 
be stained a paler reddish purple. 

“Soloid” Eosin-Azur, 0*015 grin. (0*231 gr.), is 
issued in tubes of six. 
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ON 

MALIGNANT ENDOCARDITIS. 

Delivered at University College Hospital. 

By JOHN ROSE BRADFORD, M.D., F.R.S., 
Professor of Clinical Medicine at the Hospital. 


Gentlemen, — There have been a considerable 
number of cases of malignant endocarditis in the 
hospital recently, and there is one case of that 
disease in the ward at the present time. It is a 
disease, therefore, which I propose to consider 
shortly this afternoon. Now, malignant endocar¬ 
ditis is somewhat different from many of the dis¬ 
eases that we have to consider, inasmuch as it is 
scarcely a definite entity. The morbid anatomy 
of malignant endocarditis is a very varying one; 
it is difficult to draw a hard-and-fast line between 
the most virulent form of malignant endocarditis 
and some of the more simple forms of the disease. 
And there is a specimen on the table which illus¬ 
trates that, one in regard to which I think there is 
considerable room for a difference of opinion as 
to whether the condition should be called malig¬ 
nant or whether it should be called simple. It is 
not only somewhat vague in its morbid anatomy, 
but it is still very much more vague in its clinical 
course ; the picture presented by different cases of 
the disease is a very varying one. So that really 
the term is more a label applied to a group of 
cases than to any single and very definite entity. 
And the reason for that is very obvious once you 
begin to study the disease. The reason is, of 
course, that the malady is not due to a single 
cause, that the name, both as regards the morbid 
anatomy and as regards the clinical course, is 
applied to conditions of very varying origin. It 
is a malady which may be dependent on the pres¬ 
ence of a great number of different organisms, and 
therefore you can understand that both its morbid 
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anatomy and its symptomatology will be found to 
vary within wide limits. 

After those preliminary remarks I will go on to 
a description of the disease itself. It is a fairly 
common disease; I cannot give you any statistics 
bearing upon its actual incidence, but it is preva¬ 
lent especially in adult life. It is rare in children, 
it is rare in the old. It is rare in the old because 
it is a malady which generally kills, and secondly 
because it is a malady which is very often a com¬ 
plication of other fatal maladies. Those facts 
will account for your not seeing it often in old 
people. It is a remarkable fact that it is rare in 
children, particularly when you consider how often 
it occurs as a complication of other cardiac dis¬ 
eases, and how common cardiac disease is in chil¬ 
dren. Still, the fact remains that it is uncommon 
in children. You will meet with most cases of 
malignant endocarditis during the vigorous period 
of life—that is to say, under forty-five years of age. 
I should think probably the majority of the cases 
are under forty years of age, but certainly under 
forty-five years. At the outset it is essential to 
recognise two fundamentally different types of the 
disease—one where the disease exists by itself, 
where it attacks previously healthy cardiac valves ; 
in the other, which is the much more common 
form of the malady, it is superimposed upon pre¬ 
existing chronic disease. The relative incidence 
or frequency of these two forms of disease is 
as three to one. In other words, about three 
fourths of the total number of cases which 
one sees are cases in which the malady is a 
secondary infection superimposed upon a pre¬ 
viously existing cardiac disease, and in about a 
quarter of the cases it occurs as a primary 
disease affecting healthy valves. It is essential 
to bear that point in mind because of the great 
difficulties in the diagnosis 0/ the disease. The 
great interest in the disease from the clinical stand¬ 
point is rather in the less frequent than in the 
more frequent form of it. There is no great 
clinical interest attaching to the form where it is 
superimposed on the top of previously existing 
cardiac trouble, neither is there any great difficulty 
in the diagnosis of those cases. The cases which 
are of interest, owing to the difficulties which they 
present in diagnosis, are those where the disease 
exists as a primary manifestation. Many names 
have been given to the malady ; it has been called 


malignant endocarditis, it has been called ulcera¬ 
tive endocarditis, it has been called infective endo¬ 
carditis, and it has been called arterial pyaemia. 
Those are the four names which are most usually 
applied. They are all of them open to criticism, 
against all of them some objection can be urged. 
And I will say a few words in reference to that. 
It is not very sound to talk of it as infective endo¬ 
carditis, because probably all endocarditis is infec¬ 
tive. It is certainly not sound to talk of it as 
ulcerative, because only a small proportion of the 
cases present actual ulceration. With regard to 
the name “ arterial pyaemia,” it is a very good name, 
but it does not differentiate it from other forms of 
pyaemia. There are many forms of pyaemia in 
which the virus is found distributed by the arterial 
system, and hence there ’is a loophole in this 
respect. Perhaps the term “ malignant ” is the one 
which is open to least objection. But even that is 
open to some criticism, because it cannot be truth¬ 
fully said that all cases of malignant endocarditis 
are truly malignant. The disease is not invariably 
fatal, although it usually is. After all, in connec¬ 
tion with other diseases in which the term is 
applied, even in carcinoma it is not absolutely true 
to say that every case is fatal. So I think the 
term “ malignant ” is one which best fits the condi¬ 
tion, it possesses less objection than can be urged 
against the other terms. 

Then with regard to its nature. It is a microbic 
invasion of course, and the organisms which cause 
it flourish, practically speaking, in one of two situ¬ 
ations : they are found either on the valves of the 
heart or on the wall of that organ in the vicinity 
of the valves. It is very rare but not by any 
means unknown for the organisms to grow and 
multiply and produce their lesions in the endo¬ 
cardium without affecting the valves, but this is 
unusual. It is fairly common for the wall of the 
heart to be involved in association with the 
valves, but it is fare for the wall of the heart to be 
involved without the valves also being invaded. 
If the wall of the heart be involved apart from 
the valves it is usually in one of two situations— 
either in the interior of the auricle, not necessarily 
the appendix, but the lining membrane of the 
auricle itself, or else in the endocardium covering 
the base of the septum. One of the most interest¬ 
ing points in reference to the nature of the disease 
is the way in which it infects the neighbouring 
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parts. The organisms, of course, producing the [ 
lesions on the valves or on the wall of the heart I 
lead to the production of more or less exuberant j 
vegetations. Very often these vegetations involve 
the chordae tendinae. Very often one of these 
chordae tendinae ruptures, and so you have a loose 
flap of material vibrating freely in the blood-stream, j 
And this flap, in the course of its vibrations, 
may impinge upon the heart wall, and if it does so 
it may leave a focus of disease on the spot which 
it touches. You can see the same thing in the 
interior of the aorta, for there you may get more or 
less loose exuberant vegetations on the surface of 
the aortic valves, and these may flap to and fro 
and impinge against the wall of the aorta, and may 
produce a fresh focus of disease on the points at 
which they touch, and so lead directly to infection. 
If you examine these vegetations you will find that 
they are full of organisms, that they are most 
abundant on the surface, but not limited to the 
surface—and by surface I mean the surface of the 
valves—they may also be found in the substance. 
That fact has a bearing on the nature of the 
disease and on the source of infection. Clearly if 
the organisms reach the heart by the blood stream 
you would expect to find them especially abundant 
on the surface, and that, indeed, is often found to 
be the case. 

It is the fashion to describe three forms of lesion, 
of one of these there are several specimens on the 
table. In this you find exuberant vegetations, 
and it is the so-called vegetative form. That pro¬ 
duces a very remarkable picture when it involves 
at all extensively the lining membrane of the heart. 
For instance, when the whole of the interior of the 
auricle is coated with a mass of vegetation, pro¬ 
ducing what is sometimes called a mushroom or 
fungoid form of the disease, these vegetations reach 
a very large size. It is not uncommon for them to 
reach, on the mitral or the aortic valves, the size 
of the top joint of one’s thumb. That is the 
common form, and I think it is the only form of 
which I have a specimen here. Another form is 
the genuine ulcerative form, which is very liable to 
be overlooked in a carelessly conducted post¬ 
mortem examination, because this very fatal disease 
may simply show itself in the post-mortem room as a 
loss of substance of one of the valves, apparently 
quite trivial in amount, producing an ulcer about 
one eighth or a quarter of an inch in diameter, and 


not necessarily resulting in perforation of the valve. 
There is another form, in which you find suppura¬ 
tion in the mass of vegetations, either on the valves 
or on the wall of the heart. The morbid process 
is very destructive, particularly when it is ulcerative. 
But even in the vegetative form the process may 
lead to considerable destruction of the parts : it may 
lead to aneurysm of the valves, it may lead to 
perforation of the heart wall. But we will not 
spend more time in describing the lesions of the 
heart which may mark the disease. 

As regards the organisms which are found, the 
streptococcus and the staphylococcus are those most 
often found. The pneumococcus is found fairly 
frequently and the Bacillus coli communis not in¬ 
frequently. Most of the other organisms which may 
be found in connection with the malady are rare. 
Among these are the typhoid bacillus, the diphtheria 
bacillus, and the gonococcus. Even such organisms 
as that of anthrax may be discovered in connection 
with it. As a matter of fact a large number of 
organisms have been found on the valves at diffe¬ 
rent times. And that, as I have already said, 
explains to a great extent how both the morbid 
anatomy and the clinical picture vary within such 
wide limits. To conclude the morbid anatomy, 
you find lesions in other parts of the body, some of 
them directly the result of the primary lesion in 
the heart and others of them, so to say, associated 
lesions. For instance, pneumonia is not uncom¬ 
monly found in association with malignant endo¬ 
carditis, and here is a good illustration of an 
associated lesion rather than one which is directly 
related. Pneumonia, for instance, may be the 
cause of malignant endocarditis. 

As regards other lesions which are found, and 
which are directly associated with malignant endo¬ 
carditis itself, they are, of course, primarily the 
phenomena of embolism, and I want to draw your 
attention to the fact that the phenomena of embo¬ 
lism in this disease also vary within very wide 
limits. There is first and foremost the familiar 
infarct, of which there are several specimens on 
the table. The infarct may be of the simple 
necrotic character which you see here, for example, 
or it may be an infarct that breaks down and 
suppurates. It depends a great deal on the nature 
of the organism which is present in the detached 
fragment of clot carried off from the valve or 
from the interior of the heart. These infarcts 
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are scattered very widely ; there may be hundreds 
of them. The organs which are more frequently 
affected are the spleen, the kidneys, the brain. 
Everyone is familiar with this result of malignant 
endocarditis, and everyone is familiar also with 
the fact that these infarcts may be simple infarcts 
or they may present themselves under the guise of 
an apparent abscess of the spleen, for example. 

In addition to that kind of lesion directly de¬ 
pending on the malignant endocarditis and due to 
embolism, there are other lesions which are really 
also due to embolism, although it does not appear 
so at the first blush. For example, you may get 
various suppurative inflammations, especially sup¬ 
purative meningitis. It would take too long to 
enumerate all; I can only give you illustrations of 
what one means. Suppurative meningitis may 
occur as a result of multiple embolism—that is to 
say, multiple infective embolism in the meninges. 
Another inflammatory lesion which may result 
from embolism is nephritis, generally of a diffuse 
form.. That is not at all an uncommon accom¬ 
paniment of malignant endocarditis, and it is quite 
different, of course, from the ordinary renal infarct 
which we are so familiar with in the course of the 
disease. 

A third group of lesions, quite different from 
both gross infarctions and suppurative inflamma¬ 
tions, but also the result of embolism, is haemor¬ 
rhagic extravasation. For example, there may be 
a diffuse haemorrhagic extravasation underneath 
the pia mater, similar to that which is seen in 
ordinary purpura and some other blood diseases. 
That also occurs apparently as a result of 
embolism. You may see a general purpuric 
eruption in the skin, you may see retinal haemor¬ 
rhages. These are effects of a different order, 
although they are probably also due to embolism. 
So that the numerous lesions which you find in the 
bodies of people dead of this disease may be first 
and foremost associated lesions, or they may be 
the result of gross infarction, or they may be 
inflammations the result of embolism, or they may 
be haemorrhagic extravasations also the result of 
embolism. Not only is that the case, but there 
are still several lesions which may be found; for 
instance, as you see here, you may have aneurysms. 
There may be aneurysms in very strange situations. 
There is an aneursysm here of the mesenteric artery. 
Here is also an aneurysm on the basilar artery. 


There is nothing remarkable about that, but 
aneurysm of the superior mesenteric artery is 
quite an anomalous situation for it to occur in. 
There may be aneurysms in accessible situations, 
such as on the brachial or the radial artery; when 
they occur there you can see them developing 
under your eyes. This is another kind of lesion 
which is also associated with embolism, and which 
is not at all uncommon in association with this 
malady. 

You will see from these few remarks that the 
lesions which are found in the bodies of these 
patients are very diverse. Now a word or two as 
regards the results of infarction. We have seen 
that it is most common in the spleen, in the 
kidneys, in the brain. In the spleen it is usually 
associated with another lesion, namely an inflam¬ 
mation of the spleen which is the result of the 
septic process that is going on. Infarction of the 
spleen, even when it does not break down and 
cause abscess of the spleen, is very commonly 
associated with perisplenitis—that is to say, a 
localised peritonitis giving rise to pain and other 
symptoms which can be diagnosed and recognised 
clinically. The infarction in the case of the 
kidney is liable to be very extensive. You may 
find the kidneys riddled with infarcts, dozens of 
them, and you may discover that a very large 
amount of renal tissue has been destroyed by the 
infarcts. Infarcts of the kidney may give rise to 
changes in the urine; they always give rise to 
albuminuria, but by no means always to hsematuria. 
It is a mistake to suppose that haematuria is a 
necessary accompaniment of renal infarction ; it is 
not so by any means. There are certain results of 
infarctions seen in other directions. First of all, I 
will mention infarctions in intestinal vessels. 
Infarction of a large intestinal vessel—the superior 
mesenteric, for example—produces more or less 
anomalous symptoms of intestinal obstruction. 
But infarction of the smaller branches of the 
superior mesenteric gives rise to necrosis of the 
mucous membrane of the bowel, just as you get in 
infarcts anywhere else, and as a result of that 
ulcers are formed. It is important to bear that in 
mind, because it will help you to remember how, 
for example, this malady may resemble enteric 
fever. So you may get anomalous forms of intes¬ 
tinal obstruction, or there may be conditions of 
enteritis associated with diarrhoea. 
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In the case of the brain infarction may lead, 
naturally, to a very great variety of phenomena. 
There may be, as we have seen, lesions in the 
meninges, or there may be lesions in the brain 
itself. Thirdly, there may be aneurysms occurring 
in the big vessels, either in the vessels on the sur¬ 
face of the brain or in the interior of the organ. 
And so it comes about that the cerebral com¬ 
plications of malignant endocarditis are very 
numerous: there may be cerebral haemorrhage, 
there may be embolism of the brain or of the 
meninges or cerebral abscess. Embolism in the 
retina is of interest from a clinical standpoint. 
Almost invariably, I think, it produces retinal 
haemorrhage, and sometimes it leads to the pro¬ 
duction of optic neuritis. But retinal haemor¬ 
rhages are very much more constant in this 
disease than is the presence of optic neuritis. 
The infarctions in the skin are of importance 
from the fact that they produce a condition which 
is more or less indistinguishable from ordinary 
purpura. 

So much for an outline of the lesions commonly 
found. With regard to the incidence of the dis¬ 
ease. the mitral valves are those most frequently 
affected, according to most writers. The next 
most frequent valves to be affected are the aortic, 
and the aortic and mitral third. But in one group 
of cases—that is to say, that in which the heart is 
attacked primarily, where the patient has not any 
pre-existing cardiac disease—the right side of the 
heart is involved and you get very marked lesions 
in the tricuspid and pulmonary valves, and in 
those cases you get pulmonary infarction as well 
as infarctions in the systemic circulation. And 
the pulmonary infarction may also give rise to 
many different results. It may give rise, for ex¬ 
ample, to empyema, or to gangrene of the lung, to 
abscess in the lung, or to a spreading and exten¬ 
sive septic pneumonia. The point I want par¬ 
ticularly to emphasise is that you get other pheno¬ 
mena in this disease besides those of merely gross 
or large infarction. 

A point I have omitted until now is that there 
may be infarction of very large vessels—for ex¬ 
ample, of the femoral—producing gangrene of the 
extremity. You may also get infarction of some 
of the vessels of the upper limb, but it is in the 
lower limb that it is more frequent. 

So much for the morbid anatomy of the disease. 


With regard to the etiology of the condition, we 
do not really know very much. We know it is due 
to those various organisms which I have enume¬ 
rated, and that they have in some way got into the 
blood stream, but it is not at all obvious how they 
get there. Sometimes it is supposed that the 
organism gets in as a result of the infection of 
some other organ, as in the case of the pneumo¬ 
coccus ; that you may get pneumococcal malignant 
endocarditis as a sequel to pneumonia; that as a 
result of pneumonia, for some reason or other, a 
blood infection occurs; and for some other un¬ 
known reason this blood infection attacks the 
valves of the healthy heart. That is comparatively 
simple, and so, for instance, is the case of gonor¬ 
rhoea. In gonorrhoeal it is not unknown for malig¬ 
nant endocarditis due to the gonococcus to occur. 
There the lesion is primarily a urethral one and 
secondarily a blood infection, and then infection 
of the valves of the heart follows. We have no 
knowledge of why the valves of the heart should 
be picked out in this way, because those valves, 
especially in the two instances I have quoted, are 
not necessarily valves which were diseased before 
and then merely became secondarily affected. 
Those valves were very likely healthy up to that 
time. Another lesion I may mention which may 
be a source of the disease is acute necrosis, and 
this is a well-known association. There is some 
strange association between acute necrosis and 
malignant endocarditis, because acute necrosis is 
not a very common disease, and yet the number 
of cases of acute necrosis in which the complica¬ 
tion of malignant endocarditis occurs is quite con¬ 
siderable. There may be other septic diseases— 
such, for example, as otitis media. So it is very 
necessary always, where you suspect this malady 
to be present, to carefully examine and cross- 
examine the patient from the point of view of 
getting a history in the past, either the recent or 
the remote past, of some septic infection. Another 
well-known septic infection which is liable to be 
complicated by malignant endocarditis is puerperal 
septicaemia. All those things, although we cannot 
altogether explain them, are fairly simple: they 
are all instances of local septic disease with a 
subsequent general blood infection and a final 
involvement in the disease of the valves of the 
heart 

But the mystery of this disease is especially seen 
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where malignant endocarditis complicates or is 
engrafted on old-standing chronic valvular disease. 
I mentioned earlier in the lecture that about three 
fourths of the cases fall into that group. In those 
cases we are at a loss to know how the virulent 
organism gets in, because in the vast majority of 
these cases you cannot find any history of any par¬ 
ticular infection just before the symptoms of the 
declared disease became marked. For example, in 
this particular patient it is obvious he must have 
had cardiac disease of some standing, although we 
do not know what the cause of it was, and then a 
few weeks ago he began to be ill in a different way, 
and to suffer from pyrexia and so on. Evidently 
the secondary infection was implanted in him at 
the time of those added symptoms. 

Now to pass on to the clinical side of the disease. 
The great bulk of cases of malignant endocarditis 
fall under the group of what Bramwell called the 
cardiac type. It is rather the fashion to lecture on 
this disease somewhat differently, and to say that 
the cases fall into two groups, namely the typhoid 
and the pysemic. That is more or less true, but it 
is still more true that the great bulk of the cases 
which you see, are cases which fall into what is 
known as the cardiac type—that is to say, that they 
are patients who seek advice primarily on account 
of cardiac symptoms due to old-standing cardiac 
lesions, and then in addition they have super¬ 
imposed certain other symptoms, the nature of 
which depends on the nature of the particular 
infection from which they are suffering. Some¬ 
thing like three fourths of the total number of cases 
fall into that category. There is not very much to be 
said in describing this type of case clinically. 
They are cardiac cases of the aortic or mitral type. 
And then in addition to suffering from the usual 
symptoms, shortness of breath and pain, they have 
also other symptoms, depending on the pyrexia, 
and depending on infarction in various organs. 
For example, our patient who is now in the ward, I 
believe sought advice on account of pain in the 
left hypochondrium, which was no doubt depen¬ 
dent on the occurrence of an infarct there. With 
regard to these cases of the cardiac type, let us 
analyse them a little further and consider some of 
the features which they present First, as regards 
fever. The main characteristic of the fever in 
these cases is its irregularity. It is an extremely 
irregularVpyrexia, not necessarily very high, but 


very irregular, very inconstant, not fulfilling the 
ordinary rules about febrile temperatures. For 
instance, it is very often of the inverse type instead 
of the normal. The temperature, instead of being 
lowest at 2 in the morning and highest between 
6 and 7 in the evening, is the reverse. So if you 
are going to seize on any one point to characterise 
the fever of endocarditis, you will lay stress on its 
irregularity. From time to time the pyrexia 
subsides, and the patient may have intervals free 
from pyrexia amounting to several days or weeks. 
Some people say there may be intervals of months ; 
I have no practical experience of it beyond weeks. 
But at any rate these patients may have prolonged 
periods free from pyrexia, and then the pyrexia 
may begin again. Sometimes in the cardiac type 
of cases the pyrexia is more regular, and these 
patients have recurring rigors. These rigors are 
very like ordinary rigors; they may be very severe, 
and very often they occur more frequently than 
one in twenty-four hours. If there is more than one 
rigor in twenty-four hours you may be certain you 
are dealing with a pyaemic infection. In a very 
small proportion of the cases, however, the rigors 
occur with a periodicity somewhat similar to that 
of ague, and hence some writers are fond of sub¬ 
dividing the subject up in this way, describing 
some of the cases as of a malarial type. Such cases 
are very striking when you see them. I had one 
here some years ago. It is very curious to see a 
patient with a temperature going up to 105° on 
Mondays, Wednesdays, and Fridays, and coming 
down to normal on Tuesdays, Thursdays, and 
Saturdays, exactly like that of a patient suffering from 
ordinary tertian ague. But that sort of thing does 
not go on indefinitely, its similarity to ague is a 
very transitory phenomenon; still, it may last 
sufficiently long to cause grave difference of opinion, 
and to cause considerable error in diagnosis, 
especially in countries where malaria is prevalent. 
These cases caused even greater trouble before 
malaria was capable of diagnosis by a blood exami¬ 
nation. In this country it is not a matter of any 
appreciable practical importance, because ague is 
so rare here. I would emphasise that the cases 
that present this spuriously malarial type are really 
instances of the cardiac type, where there is a 
marked cardiac lesion as a rule, and where the 
patient presents other phenomena of cardiac dis¬ 
ease. 
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Putting on one side the cardiac lesion, putting 
aside also pyrexia which I have attempted to 
describe, another feature that these patients often 
present is very great frequency in the pulse rate. 
That is a phenomenon which is common to many 
forms of endocarditis of course. Over and above 
these symptoms the patient presents a great variety 
of symptoms dependent on infarction in different 
organs. One might spend several hours in dis¬ 
cussing that part of the subject only, but you will 
readily understand there may be certain pheno¬ 
mena in the spleen, there may be local peritonitis, 
with friction over the spleen, attacks of transitory 
haematuria, and especially cerebral embolism. 

Putting the cardiac type on one side now, we 
will pass to a consideration of the other types. 
The other types are, especially, the pyaemic type 
and the typhoid type. The true typhoid type is 
rare. Malignant endocarditis is a condition which 
I have been very much interested in for many 
years, and I have seen many instances of it, and 
yet I have only seen one case of malignant endo¬ 
carditis where there was really, strictly speaking, a 
true typhoid appearance. Of course, if you under¬ 
stand by the typhoid type simply a patient who is 
delirious, with a furred tongue and one who has in 
addition fever, you may say that almost every case 
of malignant endocarditis is more or less of the 
typhoid type. But if you mean by the typhoid 
type a condition where, in addition to the 
presence of pyrexia, the patient is really in 
the peculiar apathetic state which is charac¬ 
teristic of typhoid, with distended abdomen 
with loose, foul, copious motions, then that is a 
clinical picture which is only rarely seen .in 
malignant endocarditis. I have seen only one 
case among fifty or sixty cases of malignant endo¬ 
carditis in which there was any real difficulty 
in saying whether the patient had or had not 
typhoid. There I fell into the error for a time of 
thinking that typhoid was present, and it was only 
with the development of other symptoms that I 
recognised the presence of malignant endocarditis. 
The difficulty is especially seen in those cases 
where the disease does not attack valves that 
were affected by long-existing chronic disease, but 
where the disease occurs in patients who, up to the 
time of its incidence, were healthy, because of 
course such patients do not then present any 
physical signs of cardiac disease. Where there are 


marked physical signs of cardiac disease, with the 
apex beat displaced—I am not speaking merely of 
murmurs, but where there are signs of displace¬ 
ment and enlargement of the heart—the difficulty 
of diagnosis is not usually very great. 

As regards the pyaemic type, that is also some¬ 
what difficult to diagnose, because, again, in the 
true pyaemic type the patient does not necessarily 
present any marked physical signs of cardiac 
lesion, and it is not very uncommon for the 
patient to have no physical signs of any cardiac 
lesion, because there is no lesion of the valves, 
the malignant endocarditis being situated on the 
wall of the auricle. You may. see such cases as 
that, for example, following puerperal fever, and 
the diagnosis of a case of that kind , is extremely 
difficult, even if the patient develops embolic 
manifestations, because these will be in the lungs, 
and the puerperal fever may be accompanied by 
the septic clots in the pelvis, which may also give 
rise to pulmonary infarction. So there is a real 
difficulty in the recognition of those cases, arrd 
they are entitled to be called pyaemic. But I do 
not think it is accurate to use the term “ pyaemic 
type ” for a case of malignant endocarditis where 
there is simply a more or less irregular temperature, 
pofeibly with rigors, and occurring in a person 
with very marked signs of cardiac disease. These 
are the three most important types. 

There is a fourth type, which, fortunately for us, 
is rare, because it, again, gives rise to great diffi¬ 
culty in diagnosis, and in which the symptoms are 
almost entirely cerebral. This is the cerebral or 
meningeal type, where the patient comes under 
observation with symptoms more or less indis¬ 
tinguishable from those of meningitis. In many 
of these cases meningitis is distinctly present, so 
that really the error which is made is in failing to 
recognise the cause of the meningitis. Every now 
and then you will see a case like one I saw some 
years ago, and which I have often quoted here— 
that of a boy who was hit on the head in Regent’s 
Park by another boy, and was brought in here 
next day with an aspect suggestive of meningitis, 
with his head drawn back, in fact rigid, with vomit¬ 
ing and high fever and weakness of facial muscles. 
The boy rapidly developed weakness of other 
cranial nerves, and became unconscious, and the 
whole clinical picture was like that of meningitis. 
But instead of dying at the usual time for such a 
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disease—that is to say, within ten days or so from 
the onset of the acute symptoms—he recovered 
partial consciousness, and became delirious. The 
whole clinical aspect altered, and a copious pur¬ 
puric eruption came out all over the body, and a 
murmur which was present in the heart became 
more and more marked, and finally the nature of 
the case was recognised. He died and the lesion 
was found. There was no meningitis, but there 
was this peculiar purpuric extravasation underneath 
the pia mater which I have been speaking of. 
Such a case as that, you can readily understand, is 
sure to cause very great difficulty in diagnosis. 

Now I want to say a few words with regard to 
the diseases from which it has to be diagnosed. 
It has to be diagnosed from enteric fever. It has 
to be diagnosed from other forms of pyaemia; I 
mean other forms of septic infection which are 
possibly amenable to successful surgical inter¬ 
ference. It has to be diagnosed, as we have seen, 
from meningitis, for it may be confounded with 
that. And it has to be diagnosed, as I am often 
pointing out, from pernicious anaemia. This last 
is not a differential diagnosis which you may think 
at first is likely to cause any difficulty, or which 
need be pointed out, but cases of malignant endo¬ 
carditis may develop a very high degree of anaemia, 
and hence there is a very close resemblance some¬ 
times between the two diseases. They both have 
fever of an irregular character, they both have 
retinal haemorrhages, both have purpura, they both 
have profound anaemia, and you may have enlarge¬ 
ment of the spleen in both. It* is not usual in 
pernicious anaemia to have enlargement of the 
spleen, but it does occur. In both there may be 
several cardiac murmurs. There may be per¬ 
nicious anaemia with extreme dilatation of the 
heart, sometimes associated with extensive fatty 
degeneration, and accompanied by more than one 
murmur. Hence you will at once see you may 
have considerable difficulty in distinguishing 
between those two diseases. Now, I do not think 
it serves any really useful purpose to draw up 
rules, or to attempt to do so, as regards the methods 
of diagnosing one of these diseases from the other. 
Most of the bad mistakes in diagnosis—that is to 
say, mistakes which matter as regards the welfare 
of the patient—occur because we forget that some 
other disease, some particular disease, may be con¬ 
founded with the one which is thought to be 


present. And the great way to avoid making such 
errors in diagnosis—that is to say, errors which are 
material to the patient—is to have a clear concep¬ 
tion in your minds of what are the various diseases 
which you may confound with the particular one in 
question. It can serve no useful purpose to 
tabulate rules with the idea that they will make 
you invariably right, because that is not possible. 
Now I want you to understand that you have no 
business to diagnose malignant endocarditis unless 
the patient has very well marked cardiac physical 
signs—unless he has a high, irregular temperature, 
and unless he has the phenomena of embolism. 
There must be those three things present in order 
to justify you in the diagnosis of that condition. 
It is true that if you adhere to that rule you cannot 
always diagnose malignant endocarditis. For ex¬ 
ample, you cannot always diagnose some of the 
puerperal cases—such, for instance, as those where 
the lesion may be entirely confined to the wall of 
the auricle. But there, again, if you want to avoid 
bad mistakes—and of course everyone does—it is 
well not to diagnose on insufficient data. You 
cannot diagnose malignant endocarditis unless 
the three important conditions I have mentioned 
are present. 

Apart from the general diseases, you may con¬ 
found malignant endocarditis with some of the 
more severe and chronic recurrent forms of simple 
endocarditis. For example, here is a heart on the 
table, which was taken from a little child who died 
a few days ago in the ward. There is room for 
differences of opinion as to whether this is simple 
or whether it is malignant. There was no evidence 
of embolism, I believe, and the only evidence of 
malignancy in the heart, as regards the endocarditis, 
is that the vegetations are tending to encroach on 
the chordae tendinae. I doubt whether it is right 
to call that a case of malignant endocarditis. As I 
said at the commencement of this lecture, inasmuch 
as all forms of endocarditis are probably microbic 
in origin, it is difficult to draw a hard and fast line 
between the two. But it is important clinically to 
try to differentiate between this and the other, 
because this form of the disease is not necessarily 
fatal. This child died mainly on account of cardiac 
dilatation associated with degeneration of the heart 
walls; she has not died from the valvular lesion. 
And so it is important not to diagnose malignant 
endocarditis simply on the strength of the presence 
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of murmurs and the presence of pyrexia : there may 
be conditions of that kind going on for weeks and 
months from simple endocarditis, from which the 
child may nevertheless recover, with great deformity 
of the valve it is true, but with no other serious 
defect. So the question whether you have to deal 
with recurrent simple endocarditis or with so-called 
sclerosing endocarditis ought always to be taken 
into consideration. 

As regards the duration of malignant endo¬ 
carditis, this is to be measured by months; you 
may take it that it does not extend over a longer 
period than that. Usually the statement is made 
that a person does not live six months from the 
time the disease is first recognised. If you are 
dealing with what you may call the primary form— 
that is to say, that affecting healthy valves—then 
the duration of the disease is very much shorter, 
sometimes between two and six weeks only. Cases 
have, indeed, been described which only lasted a 
few days; but this is very exceptional. 

There is not time to consider the treatment at all 
fully, and all 1 would say is that there has been 
a considerable measure of success from the use of 
anti-streptococcic serum in some of these cases. 
But I would impress upon you that it is of no use 
using a serum in the treatment of this disease until 
you have satisfied yourself by a blood examination 
of the presence of the particular organism in the 
blood. And, unfortunately, it is very difficult to do 
that. We have had several cases of malignant 
endocarditis in the wards during the last year, 
and although either the clinical course or the post¬ 
mortem examination has shown that one was 
dealing with malignant endocarditis, one has 
been unable to get the organism from the blood. 
I, certainly think you should not use serum in 
haphazard fashion. It is quite right to use anti¬ 
streptococcic serum if you are sure you are dealing 
with streptococcal infection, but unhappily in many 
of these cases you are dealing with a mixed infection 
or with an infection by some other organism. 

December 10 th, 1906. 


We have received from Messrs. Macmillan and 
Co., Limited, a copy of ‘Studies in the Bacteri¬ 
ology and Etiology of Oriental Plague/ by E. 
Klein, M.D., F.R.S., for review. 
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Gentlemen, —The patient to whose case I wish 
to direct your attention this afternoon is a man of 
31 years. He is, as indeed is at once manifest, 
the subject of left hemiplegia, the consequence, as 
he believes, of a blow on the head which he 
received some fifteen months ago. The principal 
questions for decision are the nature and site of 
the pathological disturbance responsible for the 
paralysis. To answer these questions, the history 
of the case and a complete examination of the 
patient are, of course, essential. The history is 
one of great interest. According to the patient’s 
own statement—and this is confirmed by the 
testimony of his friends—he was, previous to 
November 29th, 1904, in the enjoyment of good, 
or even robust health. On that date he was a 
passenger on a tram - car, between which and a 
passing cart a collision occurred. The shaft of 
the cart broke one of the car windows near to 
where he was sitting, and his face on the left side 
was slightly cut by some of the broken glass. He 
believes that the shaft also struck the back of his 
head on the left side, and it is certain that after 
the accident he was taken to an infirmary in an 
unconscious condition and was detained there 
until the following morning. He was then allowed 
to go home, and, though “ very shaky,” had no 
other ground of complaint. His condition re¬ 
mained without change during the following week, 
when he began to complain of giddiness and 
noticed he was deaf in the left ear. For this he 
consulted Mr. Chichele Nourse, at the Central 
London Throat and Ear Hospital, who certified 
the case as one of “nerve deafness.” Early 
in January, 1905, he had a fit when walking in 
the street, the attack being apparently attended 
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by complete unconsciousness; a similar event has 
recurred on several subsequent occasions, and in 
one of these “ fits ” he is said to have passed urine 
involuntarily. About this time, too, he was noticed 
to drag his left foot when walking, and soon after¬ 
wards he lost power in his left arm. In con¬ 
sequence of these symptoms Mr. Nourse referred 
him to the North-West London Hospital, where 
he came under my care. The personal history 
may be briefly completed by the statement that at 
no time has the patient had any serious illness, 
that he has never used alcohol to excess or suffered 
from any form of venereal disease, and that his 
present symptoms have been entirely unattended 
by any disturbance (except on the one occasion 
already mentioned) of the functions of the bladder 
or rectum. 

Now with regard to the examination of the 
patient. On the negative side this shows entire 
absence of all evidence of visceral disease. The 
cardiac sounds are normal, there is no sign of 
arterial degeneration, the urine is free from albu¬ 
men, and the ophthalmoscope shows on each side 
a normal fundus oculi. Here, then, at ail events, 
there is nothing to suggest the diagnosis of any 
one of such well-recognised causes of hemiplegia 
as cerebral haemorrhage, thrombosis, embolism, or 
tumour. There are, however, on the other hand, 
a number of positive facts of great diagnostic 
significance. First, the hemiplegia, though much 
less pronounced than was the case three months 
ago, is still a conspicuous fact, and it is to be 
noticed that it involves the left face as well as the 
limbs, and that the disability of the leg is more 
pronounced than that of the arm—this latter 
condition being in contradiction to what is the 
common experience in cases of hemiplegia. The 
most remarkable facts, however, are discovered 
when the sensory functions are tested. It is then 
found that there is absolute anaesthesia over the 
left upper and lower limbs, and over the left side 
of the face and trunk, the anaesthesia, at all levels, 
ceasing abruptly at the middle line. Whatever 
form of stimulus is applied, even a powerful faradic 
current or transfixation of a fold of skin by a large 
needle, the patient remains absolutely indifferent. 
That is, in addition to left hemiplegia there are 
also left hemianaesthesia and left hemianalgesia. 
And these conditions affect, not merely the super¬ 
ficial, but also the deeper tissues, so that the most 


energetic grip applied to the muscles produces 
neither recognition nor complaint. Further, the 
anaesthesia extends to the left half of the tongue 
and buccal mucous membrane, to the interior of the 
left nostril, and (in a lesser degree) to the left con¬ 
junctiva. And yet again, it is not only common 
sensation and the sense of pain which are wanting 
over the left side; the special senses on that side 
are also decidedly defective. Thus, with the left 
eye the visual acuity is less than y 6 *, whilst the right 
eye has normal vision; the left ear is almost deaf, 
due, as Mr. Nourse tells us, not to disease of the 
middle ear, but to some defect of the nervous 
apparatus; and the patient can neither smell 
through the left nostril nor taste with the left half 
of the tongue. Still another fact capable of being 
regarded as a sensory defect is the loss of the sense 
of position ; the patient, when his eyes are closed, 
is quite unable to recognise or describe the position 
of the left limbs or to attempt to imitate with 
these the attitudes of his right limbs; that is, 
there is abolition of the muscular sense. In a 
word, the condition is one of left hemiplegia with 
loss or defect of general and special sensation over 
ihe whole left half of the body. 

Now it may be said at once, that when a hemi¬ 
plegia is accompanied by a profound degree of 
hemianaesthesia there is a reasonable suspicion that 
the case is one of functional and not of organic 
disease. Still more is this true when the sensory 
defect extends to all forms of sensation, includ¬ 
ing loss of the sense of pain. The suspicion is 
strengthened when the anaesthesia involves the 
mucous membranes, and is further confirmed when 
the special senses share in the defect. And yet 
again, when, in addition to all this, the sensory 
loss persists in spite of definite improvement in the 
muscular paralysis, the presumption in favour of 
functional disease is raised almost, if not quite, to 
the level of certainty. In the great majority of 
cases of organic hemiplegia, on the other hand, 
sensory defects are either absent or are slight and 
transient. It is true that extensive disease of the 
cerebral cortex may produce, not only hemiplegia, 
but also hemianaesthesia and loss of the sense of 
posture, but even here the sensory defect rarely 
includes the sense of pain or of temperature ; and, 
so far from persisting for months, as in the present 
case, it tends to disappear, even though the motor 
paralysis remains. Hence the character and dura- 


Digitized by 


Google 



The Clinical Journal. 1 


DR. HAWTHORNE. 


[Dec. 12,1906. 139 


tion of the ancesthesia in our present patient, other 
facts apart, strongly oppose the suggestion of organic 
disease of the cerebral cortex. But it may be said 
that all this does not apply to the internal capsule, 
in which the motor and sensory tracts, running side 
by side and close together, may readily be affected 
by one and the same pathological disaster. And 
in reference to this it must be admitted that, 
though the great majority of the lesions which 
occur in this part of the brain involve the motor 
and not the sensory pathway (or this latter only in 
an indirect, slight, and transient fashion), it does 
occasionally happen, through the extension of the 
lesion into the hindermost part of the capsule, 


I the hemiplegia. In support of this position, too, 

I it may be pointed out that the paralysis of the 
, lower limb is more marked than that of the upper. 
For that is exactly what is to be expected if the 
lesion of the internal capsule is situated so far 
back as to involve the sensory pathway. In such 
circumstances the motor strands immediately in 
front of this pathway—that is, those connected with 
the lower limb—will in all probability be more 
seriously damaged than those of the upper limb 
and face, which lie further forward. In other 
words, in a hemiplegia accompanied by a hemi- 
' anaesthesia, and both being results of a lesion of 
i the internal capsule, it is to be expected that the 


LEFT. RIGHT. 



Fig. 1. —Charts showing contraction of left visual field (crossed amblyopia) in a case of left hemiplegia 
(functional), the right field being but slightly modified. 


that definite hemianaesthesia is one of its con¬ 
sequences. Further, the hemianaesthesia in such 
circumstances may be, though it is not always, 
profound; it may involve, not only the skin, but 
also the deeper tissues; the special senses and the 
sense of posture may share in the defect; and in 
exceptional instances the hemianaesthesia has 
remained as a permanent condition and long after 
the motor paralysis has disappeared. But if these 
statements are accurate, the hemianaesthesia of our 
present patient is not unlike what is at least 
possible as the result of an organic lesion of the 
posterior part of the right internal capsule. Thus 
it may perhaps be suggested that this diagnosis 
meets all the facts—the hemianaesthesia as well as 


lower limb will show more evidences of paralysis 
than the upper. Applying these doctrines to the 
present case, it might be argued that, admitting 
the degree, character, and persistence of the hemi¬ 
anaesthesia to be inconsistent with organic dis¬ 
ease of the cerebral cortex, these features of the 
sensory defect can be explained by organic disease 
of the internal capsule, and the fact that the most 
marked display of the motor paralysis is seen in 
the lower limb decidedly favours this view. Mani¬ 
festly this is a position which must be met, if the 
diagnosis of functional disease is to be successfully 
maintained. And it can be met, almost, if not 
entirely, without qualification, by the facts which 
appear as a result of a study of the visual fields. 
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These facts appear in Fig. i, where the left field 
shows considerable contraction, whilst the right 
one is approximately normal. The proposition now 
affirmed is that the existence of visual fields having | 
these characters is inconsistent with a lesion in the 
internal capsule. It is true that such a lesion 
might modify the pattern of the visual fields. 
But the modification would be of an entirely 
different character from that seen in the present 
case. For, in consequence of the partial decussa¬ 
tion of the optic nerves in the commissure, the 
visual path behind the commissure (and therefore 
its transit through the internal capsule) is related, 
Z 



of left homonymous hemianopsia. Such a repre¬ 
sentation is seen in Fig. 3, the fields being those 
of a patient suffering from left hemiplegia, the 
result of a capsular lesion on the right side. But in 
our patient a very different state of matters exists. 
Here there is, it is true, an obvious defect in the 
left field, but it is a concentric, not a half-field or 
hemiopic defect, and it is not associated with any 
appreciable alteration of the right field. The 
condition of the visual fields is, therefore, incon¬ 
sistent with the diagnosis of a lesion of the right 
internal capsule, assuming, as we cannot well 
avoid doing, that both the hemiplegia and the 
visual defect are the results of one and the same 
pathological condition. For a lesion of the 
capsule would, if it affected the visual path at 



] all, produce a lateral loss of each field, namely 
left homonymous hemianopsia. So much, then, for 
the negative significance of the perimeter tracings. 
But their positive significance is almost equally 
1 definite. For it is widely recognised that, what¬ 
ever be the explanation, the visual facts existing 
here, namely defective acuity (amblyopia) and a 
I contracted field, when associated with and on the 
j same side as a hemiplegia (and therefore “oppo- 
1 site ” or “ crossed ” in reference to the site of the 
! presumed cerebral disturbance), are in the highest 
1 degree suggestive of a functional explanation of 
; the paralysis. Hence the defective acuity of our 


Fig. 2.—Diagram of visual paths. Alright visual 
path behind the optic commissure (d), receiving fibres 
from the right half of each retina (a) and terminating 
in right occipital lobe (b). c = higher visual centre 
on right side representing the whole of the opposite 
eye, and the presumed site of disturbance in crossed 
amblyopia (left), z = object to left side reflecting 
rays of light which reach the right half of each retina. 

not to one eye, but to parts, corresponding parts 
as they are called, of the two eyes. Thus the 
right visual path in the internal capsule represents 
the right half of each retina (see Fig. 2). Hence 
a lesion of the right capsule involving the visual 
pathway will abolish the function of the right half of 
each retina. But the right half of each retina 
is the part which receives rays of light from objects 
situated in the left half of each visual field. When 
therefore the function of the right half of each 
retina is abolished there will be blindness in the 


patient’s left eye and the contraction of his left 
field are reasons for suspecting that the cause ot 
his paralysis is not organic, but functional disease. 
Another feature of the visual field which points 
in the same direction is dislocation of the 
natural order of the colour fields, as seen 
in Fig. 4. Normally, from without inwards, 
the circles lie blue, red, green: but in the case 
illustrated in Fig. 4 blue is the smallest of the 
circles and falls within the red. In our present 
patient such dislocation of the colour fields cannot 
be determined. But it is noteworthy that, though 
he says he has never been a good judge of colour, 
he recognises the coloured cards of the perimeter 
with the right eye, but fails to identify any of them 
with the left. The study of the visual fields has, 
therefore, displayed a series of facts inconsistent 


left half of each visual field (left homonymous 
hemianopsia). That is to say, the presence of a 
lesion involving the visual path in the right 
internal capsule will be announced by the existence 


with the diagnosis of organic disease of the 
internal capsule but in substantial harmony with 
what clinical experience teaches to be a frequent 


or even usual occurrence in functional hemiplegia. 
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It may, however, be asked whether the associa- ing it is the right side of the brain which is 

tion of homonymous hemianopsia with organic disturbed) the result will be functional left hemi- 

disease on the one hand, and of crossed amblyopia plegia, in the other functional left homonymous 
with functional disturbance on the other, is an hemianopsia. There is, in short, no a prion 

absolute and unvarying rule, or whether it admits reason why a condition of homonymous hemi- 

of exceptions. Everyone, I think, will admit that anopsia should not be included among the conse- 
if exceptions occur they are very rare, and hence quences of functional disturbance affecting one of 
the rule as just stated has very considerable dia- the cerebral hemispheres, and in rare and occa- 
gnostic value. But reasoned anatomical and sional cases this possibility appears to be realised, 
physiological conclusions in reference to the visual Similarly, there is no compelling circumstance 
path certainly do not forbid the possibility of such which absolutely forbids crossed amblyopia as a 
exceptions. Thus, it is certain that the visual path, 1 result of organic disease. Assuming that the 
say the right for example, in its course behind the j amblyopia may be caused by a unilateral lesion 
optic commissure contains, as already explained, i or disturbance — and its association with hemi- 

LEFT. RlOHT 



Fig. 3.—Blindness in left half of each field (left homonymous hemianopsia) in a case of left hemiplegia(organic). 


fibres from the right half of each retina, and that plegia entitles us to do this—it is obvious that the 
the right occipital lobe in which it terminates visual path must have relations to the cerebral 
therefore represents the left half of each visual hemisphere other than those presented by the 
field Hence an organic lesion, either of the occipital lobe. For the occipital lobe, as we have 
visual conducting fibres or of the occipital lobe seen, represents, not the retina of the opposite eye,, 
on the right side, will produce left homonymous but half of the retina of each eye; and therefore 
hemianopsia. But will not functional disease of injury to, or defect in the function of, this half- 
the same region produce the same result ? For if vision centre, as it is termed, produces homonymous 
this form of disease may paralyse the action of hemianopsia. But if a unilateral lesion is to pro- 
one portion of the cerebral cortex, there is a duce, not hemianopsia, but crossed amblyopia, 
reasonable presumption that any other portion of there must be somewhere or other in the cerebral 
the cortex may be similarly affected. If func- cortex a centre which represents, not half, but the 

whole of the retina of the opposite eye. It may,, 
indeed, be accepted that this higher visual centre 
is to be found in an area immediately anterior to 


tional paralysis of the motor or Rolandic area is 
possible, the same condition may also be possible 
in the occipital lobe. In the one case (presum- 
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the occipital lobe—that is, in the hinder and lower 
part of the parietal lobe; and, presumably, it is 
some disturbance of this centre which is responsible 
for the crossed amblyopia that may attend func¬ 
tional hemiplegia. Further, there seems reason to 
believe that this centre has also some measure of 
association with the eye of the same side, and thus 
functional disturbance of, say, the right brain may 
lead, not only to contraction of the left visual field, 
but also, though usually to a less extent, of the 
right field. But if functional disease of this higher 
visual centre will produce crossed amblyopia, 
organic disease of the same region must be ad¬ 
mitted to be capable of the same result, and 


LEFT. 



Fro. 4.—Contraction of left visual field with alteration 
of normal relationships of colour fields, namely from 

without inwards; - - - - red, - green, .blue, in 

a case of functional hemiplegia. The paralysis was 
on the right side, and the visual activity of the right 
eye was so reduced that no chart could be obtained. 
Patient, a female, was in Sir William Gairdner’s ward 
in the Glasgow Western Infirmary, and I am indebted 
to Dr. Maitland Ramsay for a copy of the above 
chart. 

exceptionally such a result has been recorded. 
Therefore it cannot be argued that a crossed 
amblyopia must mean functional disease and no 
other, any more than, as we have already seen, it 
can be maintained that a homonymous hemi¬ 
anopsia inevitably signifies organic disease. But 
we can say that clinical experience provides but 
few exceptions to the rule as stated, and further, 
we are not altogether in the dark why this should 
be so. Thus, it is reasonable to assume that 


the functions of the higher (and therefore less 
stable) visual centre will be more easily disturbed 
than those of the lower, half-vision centre in the 
occipital lobe ; hence a functional crossed ambly¬ 
opia is more probable than a functional homony¬ 
mous hemianopsia. Given, therefore, an extensive 
functional defect of the cerebral cortex of one 
hemisphere, and crossed amblyopia, hemiplegia, 
and hemianaesthesia may well be associated as 
joint results of this defect. Again, when organic 
disease affects the cerebral cortex so as to produce 
hemiplegia, the lesion is usually limited to the 
Rolandic area and does not extend backwards so as 
to reach the hinder part of the parietal lobe ; there- 
1 fore crossed amblyopia in association with hemi¬ 
plegia as an expression of organic disease of the 
j cerebral cortex is a highly improbable event. On 
I the other hand, for reasons closely concerned with 
: the vascular supply, organic lesions productive of 
hemiplegia are common occurrences in the internal 
capsule, where the visual path may readily be in¬ 
volved, with homonymous hemianopsia as a neces¬ 
sary consequence. Therefore homonymous hemi¬ 
anopsia in association with hemiplegia suggests an 
organic explanation of the paralysis ; for it is to 
be supposed that the suspension of function re¬ 
sponsible for functional paralysis refers to nerve- 
centres, and not to strands of conducting fibres 
such as exist in the internal capsule. 

To sum up’ this part of the discussion, it may 
be said that crossed amblyopia is more likely to 
I accompany functional than organic hemiplegia 
1 because, first, extensive functional disturbance of 
j the cortex is far more likely to occur than an ex¬ 
tensive organic lesion, and because, in the second 
place, the higher visual centre will be more easily 
disturbed than the lower, half-vision centre; that, 
on the contrary, as organic disease of the internal 
capsule may readily involve the visual path, homo¬ 
nymous hemianopsia is an argument in favour of 
an organic explanation of an existing hemiplegia, 
the only other possible explanation being either a 
functional or organic change so extensive as to in¬ 
volve the cerebral cortex from the Rolandic area 
in front to the occipital lobe behind, and disturbing 
the half-vision centre of the occipital lobe rather 
than the less stable higher visual centre of the 
parietal region. An organic lesion so extensive is 
improbable for obvious reasons, whilst with func¬ 
tional disease, both experience and physiological 
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probability show that it is the higher rather than 
the lower visual centres that are disturbed. The 
study of the visual field in our present patient 
has therefore brought us to this position : it has 
excluded from the diagnosis organic disease of 
the internal capsule and has raised the strongest 
possible presumption against organic disease of the 
cerebral cortex; and the latter conclusion is con¬ 
firmed by the extreme and persistent anaesthesia. 
It is true that hemiplegia may result from lesions 
in situations other than the two just mentioned. 
But in such circumstances there would be other 
localising evidences—such, for example, as para¬ 
lysis of one or more of the cranial nerves—and 
therefore these possibilities do not arise for con¬ 
sideration in the present case. Hence we seem 
driven to the conclusion that there is no proof of 
organic disease, as an explanation of the hemi¬ 
plegia, in any part of the nervous system—that, in 
short, the paralysis is dependent, not on structural 
change, but on functional disturbance. And for 
such a diagnosis the character, degree, and per¬ 
sistence of the anaesthesia, and the pattern of the 
visual fields, may be advanced as providing a posi¬ 
tive and substantial justification. Certain it is that 
these are the features which have distinguished 
many cases of hemiplegia the clinical course and 
termination of which have been inconsistent with 
the existence of an organic lesion, whereas such 
features are not seen in hemiplegia of organic 
origin. Further support of the diagnosis of func¬ 
tional disease may be found in the absence of 
all evidence of those diseased conditions of the 
heart, blood-vessels, and kidney which are known 
to lead to hemiplegia; and the absence of a syphi¬ 
litic history may be quoted for what it is worth in 
the same direction. Of importance also are the 
circumstances in which the paralysis developed. 
The patient receives a fright, perhaps a blow, 
promptly becomes unconscious, but soon recovers ; 
then, after some months, during which he was not 
“up to the mark/* he gradually loses power in the 
limbs of his left side. This “incubation period,” 
as it was called by Charcot, though not always 
occurring in cases of functional paralysis, is much 
in favour of such a diagnosis as compared with a 
suggestion of compression by a depressed fracture 
or a blood-clot, which the circumstances of the 
accident in the present instance might well pro¬ 
pose. Perhaps the fact of the paralysis being on 
the left side is worth adding to the diagnosis, for 
it is usually this side which is affected in cases of 
functional hemiplegia. 

Granted, then, that the diagnosis of functional 
paralysis is justified, there are certain points which 
the case illustrates that are of distinct importance. 
First may be mentioned the occurrence of such a 
condition in a male patient, as a demonstration of 
the doctrine that functional disease is not confined 


to the female sex. Secondly, the history of the 
patient as an energetic worker and athlete shows 
us that for a diagnosis of functional paralysis it is 
by no means necessary to have symptoms or mani¬ 
festations popularly known as hysterical. In the 
third place, the case exhibits how suggestive of 
organic disease may be the accompaniments of a 
functional paralysis. An attack of unconsciousness, 
due, apparently, to a blow on the head, and followed 
at intervals by sudden seizures compelling the 
removal of the patient to hospital, a progressive and 
widespread paralysis with complete loss of sensa¬ 
tion in one half of the body, and with deafness and 
other defects of the special senses—these, indeed, 
form a combination of events well calculated to 
deceive the unwary. Yet, if the argument here 
advanced is sound, it is the very extremity of at 
least some of these events that affords a basis upon 
which the diagnosis of the hemiplegia as a functional 
condition can be safely rested. 

There still remain three features of the case 
which closely concern this discussion, inasmuch as 
each one of them might be urged with greater or 
less insistence in opposition to the diagnosis of 
functional disease. First is the fact of facial 
paralysis. Here it is quite beyond question, and 
it affects the upper as well as the lower facial 
muscles. Now, it is no doubt true that the cranial 
nerves as a rule are not affected by functional 
paralysis, but there are exceptions, and the present 
case is one of them. It is said that even when 
there is an appearance of facial paralysis in func¬ 
tional hemiplegia it is not a true paresis; the 
muscles of the affected cheek are described as free 
from “ the relaxation which is observed in organic 
hemiplegia.” So far as I can judge, that description 
does not apply to the present case. The appear¬ 
ances, indeed, are quite those of an ordinary 
paralysis affecting mainly the lower but also quite 
appreciably the upper facial muscles. Of course, 
the last mentioned fact affords a contrast to what 
is usually seen in the facial paralysis which 
is part of a hemiplegia. But this statement cannot 
be advanced as an absolute one, for occasionally 
the paresis in such circumstances affects the entire 
side of the face. Altogether it must be said that 
the only suspicious peculiarity marking the present 
case, so far as the facial defect is concerned, is the 
fact that, in spite of the hemiplegia, there is no 
deviation of the tongue to the paralysed side; if 
anything, indeed, the tongue when protruded is 
directed rather to the sound (right) side. Facial 
paralysis may, then, be noted as an event of special 
interest in this case of functional hemiplegia. 

The second exceptional fact is the presence of 
ankle-clonus. And here some of youmaybedisposed 
to part company with me, and to say that ankle- 
clonus cannot mean other than organic disease. 
Well, if that proposition is true, all I can say is that 
the diagnosis of functional paralysis in this case 
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disappears, for a more definite and sustained ankle- 
clonus than is present here can hardly be imagined. 
And it is obtained, observe, not in the paralysed 
(right) but in the, presumably, sound (right) limb. 
A frequent statement is, that a modified or false 
clonus may be obtained in cases of functional 
nervous disease, but that sustained and rhythmical 
clonus invariably means organic disease. That an 
obviously spurious or artificial clonus may be, and 
occasionally is, produced by hysterical patients 
there can be no doubt, but this is not at all likely to 
be confounded by anyone who has once seen it with 
the true variety. But, this apart, 1 am quite satis¬ 
fied that a true rhythmical ankle-clonus, indistin¬ 
guishable from the clonus of organic disease, can 
and does occur in some cases of functional ner¬ 
vous disease. The rule, no doubt, is the other 
way, and such a clonus should, therefore, certainly 
awake keen suspicions, but that its invariable inter¬ 
pretation is organic disease is, I am convinced, 
from the experience of several cases, not true, and 
the present case confirms this statement. If this is 
so it is of all the more interest to observe that the 
clonus here is obtained, not in the paralysed, but in 
the presumably healthy limb. 

The last of the three facts which I described 
as possibly qualifying the diagnosis of the hemi¬ 
plegia as a functional condition, is provided by the 
condition of the knee-jerk in the left (paralysed) 
side. The right knee-jerk is conspicuous, and pro¬ 
bably in excess, but the left jerk at first appears to 
be absent. With some difficulty, however," it is 
obtained, but at best is of very limited extent. 
This, it must be admitted, is a somewhat serious 
observation, and that for two reasons. First, func¬ 
tional nervous disease is usually signalled by 
exaggeration of the knee-jerks. Secondly, serious 
defect or absence of the knee-jerk means for the 
most part organic disease. Hence we must ask 
whether the condition of the left knee-jerk in this 
patient does not put the entire diagnosis of func¬ 
tional paralysis in peril. But here, as indeed in 
all clinical problems, we must include all the facts 
within our review. We have seen that there is an 
extremely strong body of facts in support of a 
functional interpretation of the case, and the ques¬ 
tion now is whether this one opposing condition, 
namely a defective knee-jerk, is sufficient to 
neutralise this evidence. Personally I do not 
think so. Of course, it must be allowed that func¬ 
tional nervous disease usually produces exaggerated 
tendon phenomena, and this is illustrated by the 
heightened right knee-jerk in the present patient. 
But when, as over this patient’s left side, there is 
profound anaesthesia, of the deep as well as the 
superficial tissues, it is hardly surprising that the 
knee-jerk is defective, seeing that the stimulus by 
which it is usually provoked is here applied to a 
non-sensitive surface. At all events, there is the 
fact and such interpretation of it as seems not un¬ 


reasonable. In this association the condition of 
the plantar reflex is obviously of importance. An 
extensor response would in the circumstances make 
organic disease almost, if not absolutely, a certainty. 
But there is no extensor response either on the one 
side or the other. On the contrary, there is in the 
right foot a distinct flexor response, whilst from the 
left the response is absent—that is, so far at least as 
this foot is concerned, the condition is that common 
in* functional nervous disease, and the contrast 
between the two sides may fairly be urged in favour 
of the same view. Therefore, in view of all the 
facts, neither the facial paralysis, the ankle-clonus, 
nor the defect of the left knee-jerk, ought, singly or 
in combination, to be allowed to qualify the dia¬ 
gnosis of functional nervous disease producing 
hemiplegia, hemianaesthesia, and hemianalgesia. 

With regard to treatment, doubtless the best 
course, had it been possible, would have been to 
have placed the patient in a nursing home, excluded 
his friends, and brought him under the influence of 
isolation, massage, electricity, abundant food, and 
the confident expectation of recovery. We cannot 
obtain all these advantages in hospital, but we have 
so far done our best, and with not unsatisfactory 
results. At one time the pz ralysis of the left 
limbs was almost absolute. Now he can move his 
upper limb freely, and can walk without assistance. 
Even in his partial recovery he contributes some¬ 
thing positive to the diagnosis, for his gait is not 
that of the ordinary hemiplegic; the left limb is 
not, as in the more familiar cases, swung round or 
circumducted as it is advanced, but the foot is 
dragged along the ground, so that it always appears 
to be lagging behind its fellow. Again, there is no 
rigidity in the paretic limbs, such as would certainly 
be the case in a hemiplegia dependent upon 
organic disease, and of more than a year’s duration. 
It may be expected that progress will continue, and 
probably when the dispute arising from the original 
accident is settled, and the patient receives a 
financial solatium for all his troubles, there may be a 
more rapid movement towards recovery. This is 
not to suggest that the patient even in the slightest 
degree is malingering. On the contrary, he is the 
subject of a very real disease, and one penalty of 
failure to appreciate this is inability to cure these 
cases. With the suspicion in his mind that his 
medical adviser believes him to be shamming, the 
patient will certainly not make progress, and if he 
is well advised will, in such circumstances, 
promptly transfer himself to the care of some 
more enlightened physician. On the whole, how¬ 
ever, the principal importance of the case is the 
completeness with which it illustrates many of 
the possible events among the more severe mani¬ 
festations of functional nervous disease, and as a 
problem in diagnosis it is well worthy of careful 
study. 

December io th, 1906. 
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A LECTURE 

' ON 

j INFANTILE DIARRHCEA, 

1 WITH SPECIAL REFERENCE TO THE 
| USE OF “LACTATED MILK.” 

j 

Delivered at the Hospital for Sick Children, Great 
Ormond Street. 

By FREDERICK E. BATTEN, M.D., F.R.C.P., 

Physician to the Hospital. 


No apology is needed for bringing before your 
notice the subject of infantile diarrhoea. I have 
but to direct your attention to the figures kindly 
furnished to me by the Registrar-General to con¬ 
vince you how terribly fatal this disease is to the 
infants during the summer months of the year. 
The figures for the present year show that the 
mortality from diarrhoea in London only rose from 
35 for the week ending July 14th to 529 for the 
week ending September 8th—a mortality which is 
truly appalling. 

The year 1906 has been one of extraordinary 
heat, and with the heat the epidemic of diarrhoea * 
has been more than usually severe. 

In my lecture on this subject last year* I 
classified the diarrhoea of infants under four head¬ 
ings: (1) acute infective diarrhoea, (2) irritative 
diarrhoea, (3) catarrhal diarrhoea, (4) colitis. It is 
not possible to assign every case to a class, but the 
above classification forms a useful basis founded 
on definite clinical features. 

The features of the first are most characteristic, 
and when once seen are not easily forgotten— 
a disease, often of sudden onset, attended by 
vomiting, frequent motions of loose watery con¬ 
sistency, which in the early stage contains neither 
mucus nor blood; the motions are green in colour 


* Published in the Clinical Journal, January 3rd, 1906. 
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and not offensive. The condition produced is one 
of extreme collapse and restlessness ; the extremities 
are cold and cyanosed, the eyes sunken, the skin 
shrivelled, the abdomen lax and retracted, the 1 
pulse often imperceptible at the wrist; the tempera¬ 
ture is raised. 

The second form, irritative diarrhoea, is generally 
due to improper food ; sometimes the attacks are 
so severe as to resemble those just described, but 
the motions are loose, bulky, green in colour, 
often contain curd and other undigested matter, 
and are sour in smell. 

The third form is the catarrhal diarrhoea due to 
prolonged indigestion and attended by mucus in 
the stools; the motions are usually brown-green in 
colour and very offensive in odour. 

The fourth form, “ colitis,” attended by consider¬ 
able pain and the passage of mucus and blood, 
with highly offensive motions. This form of the 
disease tends to run a prolonged course. 

A classification on a bacteriological basis is ! 
impossible. In the American cases the dysenteric 
type is marked by the passage of mucus and blood, 
and in many cases confirmed by the presence of the 
Shiga bacillus. In the cases which occur in London 
these features are not present, and Dr. de R. 
Morgan has shown that a bacillus having characters 
allied to the Flexner type, but differing in certain 
reactions, is found in nearly 50 per cent, of the 
cases. This organism is pathogenic to young i 
animals fed on it, but intravenous injections caused 
no disturbance. For details in the bacteriology of 
the disease I would refer you to Dr. de R. Morgan’s 
paper (‘British Medical Journal,’ April, 1906). 

Having thus dealt very briefly with the various 
forms of the disease, let us consider the treatment 
of the disease in general. 

With regard to the acute stage, I am afraid I can 
add very little to what I said last year. 

Children are frequently admitted to the ward in 
a moribund condition, with sunken eyes, cold 
extremities, and for these there is but one form of 
treatment—strychnine, transfusion, and hot baths 
or packs. 

It may be well briefly to run over the routine 
treatment which is adopted in such cases, and then 
to discuss other methods of treatment which I did 
not use last year. 

Treatment consists in—(1)hypodermic injection; 
(2) transfusion; (3^ baths; (4) stomach lavage; I 


(5) rectal irrigation; (6) feeding; (7) stimulants; 
and (8) drugs. 

Now, with regard to the first five, I have nothing 
! to add to what I said last year, and therefore I may 
at once pass to that most important item the 
feeding of these infants. 

In the acute stage I am in agreement with most 
observers that milk in any form should certainly be 
stopped. Vomiting nearly always occurs and is 
often attended by most profound collapse. Albumen- 
water, barley-water, or plain water alone should be 
given during the first twenty-four hours. One or 
two ounces should be given every two hours with 
10 to 20 mm. of brandy. To this, after the first 
twenty-four hours, a small quantity of whey is 
added, and gradually increased so that equal parts 
of whey and albumen-water are taken. 

My procedure last year was then to add a drachm 
of peptonised or citrated milk to this mixture and 
gradually return to a normal milk diet. 

This year I have varied the procedure and have 
made use of what has become known in the ward 
as “lactated milk”—that is, milk in which lactic 
acid fermentation has been artificially produced— 
and I shall use this term during the lecture to 
signify such milk. 

As you may know, it was pointed out by 
Metchnikoff that some forms of lactic-acid-forming 
organisms have the power of inhibiting the growth 
and action of certain pathogenic and putre¬ 
factive organisms. On these grounds it has been 
suggested that the administration of lactic acid 
bacilli might inhibit and eventually lead to the 
removal of the organisms from the intestine which 
give rise to diarrhoea. It has been shown that the 
lactic acid bacilli pass through the stomach and 
grow in the small intestine, giving rise to the 
formation of acid within the intestinal canal. 

The use of milk which has undergone lactic acid 
fermentation dates from time immemorial, but in 
most of these alcoholic fermentation is also present. 
Possibly that which is best known is Kumiss, pre¬ 
pared by the Arabs from mare’s milk, but now 
artificially produced from cow’s milk; “ matzoon,” 
a similar preparation used in Armenia; “ kefir,” 
used in the Caucasus and prepared by adding a 
material called “kefirgrains.” These grains, which 
promote alcoholic and lactic acid fermentation in 
the milk, are used again and again, and are care¬ 
fully dried and preserved after being used. In 
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Egypt a similar drink is prepared, known as “leben,” 
and among the tribes of Central and South Africa 
milk which has undergone lactic acid fermentation 
is used in preference to fresh milk. In Wales 
and other parts of the country “butter milk” 
is drunk, and in Germany the “ diche milch ” is 
eaten like junket. The beneficial effects of lactic 
acid in many diseases have long been known and 
made use of in the treatment of intestinal diseases, 
more especially by Professor Hayem in quantities 
up to 12 grammes per diem . 

Herter in New York (‘ British Medical Journal/ 
1897, December 25th, p. 1848) found that intes¬ 
tinal putrefaction was greatly diminished by the 
presence of the lactic acid bacillus as indicated by 
the reduction of the quantity of indican and of the 
ethereal sulphates in the urine. 

It may be asked, If these effects are the direct 
result of lactic acid, why not give that alone without 
producing lactic acid fermentation in the milk? To 
that one would answer that lactic acid fermenta¬ 
tion in the milk produces some change in the 
casein which makes it much more easy of retention 
and digestion than ordinary cow’s milk. What 
exactly this change is I have been unable to find 
out. Some of the casein may be converted into 
albumose or some form of peptonisation may take 
place. Another advantage is that a far larger dose 
of lactic acid can be conveniently administered in 
this manner than by giving the pure lactic acid, 
and that altogether apart from the formation of 
lactic acid which takes place after the milk has 
been taken. Mr. Peck, the dispenser to the hos¬ 
pital, has kindly made an estimation of the lactic 
acid present in 1 litre of milk. He finds that 7*2 
grammes are present in milk which has been duly 
prepared after nineteen hours ; this is equivalent to 
92 minims of pure lactic acid. Some of the sam¬ 
ples gave rather higher results, but I have taken 
the lowest because the preparation from which this 
was obtained was in good condition, just sour to 
taste and quite pleasant to drink. 

The figures given by M. Fouard, chemist to the 
Pasteur Institute, are somewhat higher, and at 
twenty-two hours he estimates the quantity of 
lactic acid at ii*8 grms. He also states that 
somewhere between 38 and 40 per cent, of the casein 
comes into a soluble form when milk is soured, 
and gives the proportion of soluble calcium phos¬ 
phate at 70 per cent. 


The preparation of lactated milk is a matter of 
no great difficulty but requires a good deal of care 
and attention to detail; and let me here take the 
opportunity of thanking the Sister of the ward 
for the careful way in which she has for many 
weeks carried out the preparation of the milk. 

I will describe to you what I have found to be 
the simplest, easiest, and most successful means, 
and then will mention some of the difficulties and 
failures. 

Fresh milk is obtained. This is boiled in a 
saucepan, or, what I have found most convenient 
for a small quantity, a “ Gourmet milk steriliser ” 
in order to sterilise it. The boiled milk is now 
decanted into a sterilised bottle and the stopper 
closed. The milk is then stood in cold water till 
the temperature has fallen to 96° F. To every 

II oz. of milk one tube (about 3 drm.) of the fluid 
“ lactobacilline ” * is then added, and in order to 
mix it with the milk the bottle is well shaken. The 
bottle is stood in a water bath or incubator at the 
temperature of 96° F. for seven hours ; during this 
time the milk becomes sour, and a clot more or less 
firm is formed in the*milk. At the end of this 
period the milk is like a feebly-set junket. The 
bottle is now removed from the bath and is placed 
in the ice chest and here it remains for twelve 
hours ; during this period the clot undergoes some 
solution, and at the end of the period a creamy 
fluid is obtained which is just sour in taste but is 
quite an agreeable drink, and most children will 
take it readily when diluted with water and a small 
quantity of sugar added. According to the pre¬ 
parers of the “lactobacilline” this dissolution of 
the clot should not take place, and the milk which 
is prepared by them remains in a solid condition 
but can be broken up with a spoon and can be 
drunk out of a tumbler. 

I myself thought it not improbable that the 
liquefaction of the clot formed was due to the 
action of a “ liquefying ” lactic acid bacillus which 
had a low optimum temperature (see Conn, 

‘ Bacteria in Milk and its Products/ p. 71). 

Whatever was the cause of the liquefaction of 
the clot it did not impair the efficiency or taste of 
the milk, and it occurred with such regularity that 


* “Lactobacilline” is fluid milk which contains the 
organism for producing lactic acid. It is prepared in 
Paris, but is obtainable at Wilcox, Jozeau & Co.’s, 49, 
Haymarket. 
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I was of opinion that it must be due to something 
contained in the liquid “ lactobacilline.” 

I have had failures in the preparation of the 
milk; on one occasion the milk became bitter, 
due apparently to butyric fermentation, and on 
another gas was formed from the presence of 
yeast. On another the milk would not clot. I 
have endeavoured to carry on the process of lactic 
acid fermentation from one specimen of prepared 
milk to another. This is not attended with success, 
chiefly because I believe it is impossible to com¬ 
pletely sterilise the milk in the first instance by 
boiling, and during the process of lactic acid fer¬ 
mentation the spores of other organisms become 
developed, and develop actively in the second milk 
inoculated. 

The question will rightly be asked, What is the 
organism which gives rise to the formation of lactic 
acid in milk ? There are, as you are well aware, 
numerous organisms of different types which have 
the power of producing lactic acid in milk ; some 
of these are harmless, others are pathogenic. In 
the preparation of “ lactobacilline ” two organisms 
are present: (1) a long r6d bacillus growing in 
chains, Gram-staining, and known as the Bacillus 
acidi lactici , Bulgarian variety; (2) a short rod or 
Streptococcus acidi lactici , European variety. 

The first is the most active in formation of lactic 
acid, but if allowed to act alone gives rise to a too 
acid taste to the milk. 

“ Lactated ” milk can also be prepared from a 
dry preparation of the organisms, and this is said 
to keep its activity longer than the fluid prepara¬ 
tion. The results obtained with the powder are 
by no means constant; sometimes the milk has 
failed to clot but has become sour and remained 
in a fluid condition, at other times it has become 
sour and bitter; on one occasion gas was formed. 

I will not go into further detail with regard to 
the use of the powder except to say that the 
powder has to be soaked in a small quantity of 
boiled milk for two hours before being used, and 
this is always a possible source of contamination. 

Having thus dealt with the preparation of the 
milk, let us consider in what cases this remedy is 
applicable. 

During the past three months I have had under 
my care some twenty-one infants who have been 
treated with “ lactated ” milk. My general impres¬ 
sion is that good was done by the administration 


of lactated milk; certainly the condition of the 
motions improved, and for a time many of the 
children seemed better. Children who could 
take no other form of milk could often take and 
retain the lactated milk. This is, however, only a 
general impression, and it is well to look at the 
actual facts. (It is well to remind you here that 
one was dealing with the severest cases in a year 
which has had a particularly high mortality.) 

For the sake of comparing these cases I have 
divided them into four groups: (1) cases which 
did well on lactated milk, (2) cases in which tem¬ 
porary benefit resulted on lactated milk, (3) cases 
in which no benefit resulted, (4) cases in which 
actual harm resulted. Let us take these four classes. 

Class i. Cases which did well with lactated 
milk. —I have placed five cases in this group. Two 
of these were cases of acute diarrhoea with vomit¬ 
ing with loose, watery stools, but without mucus 
or blood. After stomach lavage and twenty-four 
hours on albumen-water, lactated milk was given, at 
first in quantity of $—2 oz. of water every two 
hours, gradually increased in strength till pure 
lactated milk was taken on the fifth day. The 
lactated milk was gradually replaced by milk and 
lime-water, and the children were practically on a 
normal diet with healthy stools on the eighth day 
after admission. 

The third case was a child aet. 13 months, 
who was sent into the hospital by Dr. Poynton 
with the diagnosis “ colitis.” The history was 
that the child had been ill for ten days. For six 
days the child had had diarrhoea, with severe pain 
on passing a motion which had contained two or 
three ounces of blood. Latterly the child had 
passed motions streaked with blood. 

On admission the abdomen was distended, the 
child ill, and frequently passing brown liquid 
motions of very offensive odour and a con¬ 
siderable quantity of mucus streaked with blood. 
Rectal examination revealed nothing abnormal. 
The child was placed on 2 oz. of lactated 
milk and 1 oz. of water every two hours. The 
motions rapidly improved and by the fourth day 
were yellow, formed, and of normal appearance. 
On the seventh day the lactated milk was stopped 
and ordinary milk and lime-water substituted. 
Three rectal injections of 4 oz. of *5 per cent, 
solution of protargol were given, to which the 
beneficial effect may be attributed. 
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After being on the lactated milk for three days 
the child developed some aphthous stomatitis; 
under treatment with glycothymoline this rapidly 
cleared up. I should not have mentioned this 
detail except for the fact that two other children 
while taking lactated milk developed stomatitis; 
to this I shall refer later. 

Two weeks later the child developed two 
abscesses on the buttock, which were due to 
staphylococcal infection. The child steadily 
gained weight. 

In this case I feel certain that the improvement 
was directly due to the “ lactated milk,” though 
I would not for a moment say an equal improve¬ 
ment might not have occurred under other forms 
of treatment. 

These cases of “colitis” in children are, how¬ 
ever, not infrequently most difficult to deal with, 
and but seldom yield to treatment so rapidly as 
was the case in this child. 

Two other cases in this group belong to the 
more chronic form of diarrhoea; both children 
were wasted and were passing offensive and undi¬ 
gested motions. After treatment with lactated 
milk the motions improved, and after being on 
lactated milk four days an ordinary milk diet was 
resumed and the children did well. 

Class 2. Cases in which temporary benefit re¬ 
sulted on lactated milk. —In this group I have 
placed six cases. All were cases of acute diarrhoea, 
four were attended with severe vomiting, and five 
were in the hospital under treatment from three to 
five weeks. One died seven days after admission. 

Some of these cases are the most disappointing 
which I have had to deal with this su m mer; for, having 
recovered from the acute collapse, they have, after 
a period of improvement, steadily gone downhill, 
no form of treatment arresting the downward 
course. 

I may take two cases as samples of this class. 
A child, set. 13 months, bottle-fed from birth; 
weight on admission 9 lb. 12 oz. Three weeks 
ago the child had an acute attack of diarrhoea and 
vomiting, from which he recovered, but diarrhoea 
began again as soon as he was fed on milk, and he 
was admitted to the hospital. On admission he 
was placed on a diet of albumen-water for twenty- 
four hours, and then on lactated milk, at first 
6 drm. to 1 oz. of boiled water, gradually in¬ 
creased till he was taking, on the fourteenth day 


after admission, 2\ oz. of pure lactated milk. 
During this period he had gained 1 lb., the 
motions were normal, and the child had but 
occasional vomiting. Now, however, the lactated 
milk seemed to disagree, and it was thought better 
to dilute it again. This still disagreed with the 
child and he lost weight. Peptonised milk was 
now given and the child again improved, motions 
became better and lost the slimy character which 
they had assumed after the prolonged use of 
lactated milk. In spite, however, of the improve¬ 
ment in the character of the motions, the child 
continued to lose weight, the temperature be¬ 
came irregular, and the child died five weeks after 
admission to the hospital. Permission for a post¬ 
mortem examination could not be obtained. 

In another case in which improvement had taken 
place after lactated milk the supply failed and the 
child had to be put back on whey. The child 
vomited, the motions again became offensive, and 
only improved again after the lactated milk was 
resumed. The improvement was not, however, 
maintained ; the child developed pneumonia, and 
died fifteen days after admission. 

One other case may be mentioned—that of a 
child, set. 12 months, said to be ill for a long time, 
but diarrhoea for only ten days. On lactated milk 
the motions became much better, but the tempera¬ 
ture rose and kept between ioi° and 103° F. for 
fourteen days. A Widal reaction was done, with a 
negative result, but the blood gave a marked 
reaction with a strain of Gaertner used at the Lister 
Institute. Here, in spite of the high temperature 
and furred tongue, the motions for a long time 
maintained their normal condition. The child 
steadily wasted and died, and at the autopsy 
numerous fine ulcers were found in the lower por¬ 
tion of the small intestine. No tubercle was present 
in the body. 

Class 3. Cases in which lactated milk did no 
good. —Eight cases came under this heading. All 
the cases were severe, infants of poor nutrition, in 
whom numerous other forms of feeding had been 
tried with failure. One died of pneumococcal 
meningitis, one of tubercle. In general the milk 
was well taken, but had no effect either on the 
motions or on the general condition of the child. 
They form a group in which probably under any 
form of treatment a similar result would have been 
obtained. 
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Class 4. Cases in which “ lactated ” milk did 
harm .—I have placed two cases into this group. 
In the first of these cases a child, aet. 5 months, 
moribund on admission, was kept alive by saline 
injections, whey, and albumen-water. On the 
fourth day the motions were loose, green, and the 
child was put on to diluted lactated milk in 
the hope of correcting this condition. The child 
vomited the lactated milk, and became very 
collapsed after the vomiting. From this collapse 
the child again rallied with saline injections, and 
lived for another four days on albumen-water and 
veal tea. 

The second case was a very wasted and neg¬ 
lected child in whom, again, the lactated milk gave 
rise to severe vomiting and collapse. In spite of 
infusion the child did not recover from the con- I 
dition of collapse. I 

Having thus dealt with the cases, let us consider 
briefly certain details in relation to the adminis¬ 
tration of lactated milk. 

First .—Will children take the sour milk ? 

In the case of the younger children they take 
the milk quite readily when diluted and with the 
addition of a little sugar. Some of the older 
children—/. e. those between twelve and eighteen 
months—resent it, and in some of thqse cases it 
has been given by the nasal tube. One may say 
that, although in individual cases there may be 
difficulty in administering it, in most cases it is 
readily taken. 

Second .—In what dilution should it be given ? 

When first starting I think 2 parts of water to 

1 part of lactated milk should be given; gradually 
increase the strength so that after the third day 

2 parts of milk are taken and 1 part of water. 
Pure lactated milk sometimes causes vomiting. 

Third .—How long should lactated milk be 
continued ? 

In some cases I have continued the use of ] 
lactated milk for three weeks, but the motions i 
assumed a curious slimy consistency, and I am of 
opinion that five to six days is about the right time 
for the continuance of the lactated milk, Some¬ 
times the good effect on the motions is very rapid, 
and in these cases I think the lactated milk can be 
replaced by ordinary diluted milk after forty-eight 
hours. I do not think that any good results from 
the prolonged use of lactated milk. 

Fourth .—What is the effect on the motions? 

In the case in which a dirty brown offensive 
motion with mucus is being passed the motions 
lose their offensive odour, become yellow and 
formed, and much less frequent. It is but seldom 
that any curd can be recognised. 

On exposure to light these motions turn a green- 
grey yellow; simple exposure to air will not pro¬ 
duce this change of colour or, at any rate, will not 


produce it in the two to three hours which is 
necessary to change the colour of the motions by 
light. 

Fifth .—Have any bad effects been noticed 
after its administration ? 

I have already referred to the collapse which 
occurred after the vomiting produced by lactated 
| milk. 

In three cases, however, stomatitis occurred. 
The history of these attacks is as follows. A child 
was admitted to the ward with a severe stomatitis. 
A week later one of the children on lactated milk 
developed an aphthous stomatitis, which gradually 
spread, invaded the fauces, back of the tongue, 
and, as shown by post-mortem examination, the 
whole of the oesophagus. Three days later a 
second child developed it. This rapidly cleared 
up under treatment and was attended by no con¬ 
stitutional disturbance. Four days later a third 
child developed the disease, which rapidly spread 
from the tongue to the fauces. 

The nature of this affection must remain doubt¬ 
ful ; the bacteriological examination negatived 
diphtheria, and I have mentioned its occurrence 
j because it seemed to me possible that the lactated 
I milk, though not the direct carrier of the infection, 
i might give rise to a soil suitable for the growth of 
| certain organisms. 

Conclusion. 

It may be well to ask what conclusion should 
be drawn from the above observations ? 

I think there is no doubt that lactated milk has 
a marked effect in improving the condition of the 
stools in certain forms of diarrhoea. 

I do not myself think that it is a remedy which 
has any effect in the acutest stage of acute infec¬ 
tive diarrhoea of infants, but I believe it is of use 
in the treatment of the catarrhal condition which 
so frequently follows those acute attacks. 

In the more chronic forms of diarrhoea and in 
cases of colitis, I believe, it is a remedy of con¬ 
siderable value, and I should like to give it an 
extensive trial in the treatment of the offensive 
diarrhoea which occurs in rickety children. 

I do not think any bad effect can be attributed 
to its administration; the cases in which severe 
collapse occurred after vomiting would in all pro¬ 
bability have resulted after any other form of milk. 

| With regard to the stomatitis mentioned above I 
! do not think it can be shown that such was due 
j to the lactated milk, although two children who 
were taking the milk were affected with the disease 
within a week of one another. It is, I believe, a 
remedy to which it is well worth while to give 
a further trial. The trial to which I have sub¬ 
jected it has been a severe one, and though the 
percentage of failures has been high it has not 
been higher than with other forms of treatment. 

December 17 th, 1906. 
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A LECTURE 


ON 

THE ETIOLOGY AND TREATMENT 
OF PSORIASIS.* 


By J. M. H. MACLEOD, M.D., M.R.C.P., 

Assistant Physician for Diseases of the Skin, Charing 
Cross Hospital; Physician to the Skin Department, 
Victoria Hospital for Children. 


Gentlemen,— Psoriasis is one of the most common 
affections of the skin and constitutes about 3 
per cent, of all the cases of skin disease in this 
country. It prevails equally in hospital and private 
practice and is common alike among the rich and 
the poor. It may occur at almost any age, though 
it is rare in infancy. There is no one who has had 
any experience of skin affections who has not been 
called upon to treat this disease, and every one who 
has had to do so will agree that its treatment is un¬ 
satisfactory and that, in spite of the vast number 
of remedies which have been from time to time 
put forward, the removal of the actual attack, not 
to mention the permanent cure of the disease, will 
often tax the resources of the most skilful physi¬ 
cian. 

The obvious reason why the treatment of psori¬ 
asis is unsatisfactory is that at the present time our 
knowledge of its etiology is so imperfect. It is 
with the object of attempting to define the present 
position with regard to the etiology and pathology 
of the disease, and of trying to apply the slight 
knowledge we at present possess on the subject 
towards its rational treatment, that I have chosen 
this subject for discussion this afternoon. 

The two great principles of treatment of any 
disease are first to counteract or eliminate the 
cause, and second to remove its effects. In the 
case of psoriasis we have an ample knowledge of 
the effects both in their clinical and histological 
aspects, and the removal of them should not prove 
an insuperable difficulty, but of the actual cause 
we are still in ignorance. Hence the truth of the 
general statement in the prognosis of the disease, 
that each attack is amenable to suitable treatment 
but that recurrence is almost invariable. 

It will be advisable first to review briefly the 

* Delivered at the Polyclinic. 


present state of our knowledge on the etiology of 
the disease. There are various hypotheses which 
have been more or less warmly supported regarding 
the causation of psoriasis, and each of them is 
capable of explaining a certain number of cases but 
not all of them. Of these four may be specially 
referred to, namely: (1) the view that psoriasis is 
not a disease, but a symptom of a general diseased 
state of diathesis; (2) the theory that it results 
from the action of toxins circulating in the blood ; 
(3) that it is a tropho-neurosis; and (4) that it is 
due to a micro-organism. 

(1) The diathetic theory. —It has not infrequently 
been asserted that psoriasis is an evidence of the 
so-called gouty diathesis, or that it is a skin mani¬ 
festation produced by the toxin of rheumatism. But 
with the exception of the occasional coincidence 
of psoriasis with various arthropathies there is no 
definite evidence in favour of such a hypothesis, 
and it has been aptly referred to by several writers 
as little more than a cloak for ignorance. 

(2) The view that psoriasis is a general disease 
and results from the circulatio?i of some toxin in 
the blood has also gained considerable support. 
The facts that psoriasis may come out almost as 
suddenly as an exanthem, that it tends to be sym¬ 
metrical, and that it may be followed by attacks of 
exfoliative dermatitis have been cited in support of 
this theory. The hypothetical toxin has been 
regarded by some writers as being a product of 
mal-assimilation (such as is produced by imperfect 
nitrogenous metabolism resulting from excessive 
meat-eating) and by others as an auto-intoxication 
from a disturbance of the functions of the kidneys. 
Though digestive troubles, errors of assimilation, 
and imperfect action of the kidneys undoubtedly 
aggravate an attack of psoriasis and are capable of 
determining a recurrence in a psoriatic patient, 
there is no conclusive evidence that these derange 
ments, or the toxins which circulate in the blood in 
association with them, can cause the disease de 
novo . 

(3) The neuropathic Jheory was suggested by the 
fact that attacks of psoriasis have frequently been 
observed to follow and to be aggravated by severe 
mental emotion or anxiety, that occasionally the 
lesions seem to occur over peripheral nerve areas 
of distribution and to start at points of cutaneous 
irritation, and that the tactile and thermic sensa¬ 
tions have been found to be diminished over the 
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patches. No actual pathological changes have 
been discovered, however, in the nerves going to 
the patches, so that if there are nerve changes they 
must be purely functional in character. The 
nerve theory of the causation cannot be accepted 
without further evidence in its favour, except in so 
far that nerve disturbances may be aggravating 
factors in the disease once it has been established, 
or may exert a depressing influence which prepares 
the soil and renders the individual susceptible to 
the disease. 

(4) The parasitic theory of the causation of 
psoriasis demands a more careful consideration 
than any of those which have been mentioned 
above, since, though it has not been definitely 
established, still by it the majority of cases of 
psoriasis are explicable. 

There are two distinct views in this connection : 
(a) that the disease is a local parasitic affection, 
and that each lesion is due to the presence of a 
micro-organism locally inoculated ; and (h) that the 
lesions are due to microbes which have reached 
the skin vid the blood-stream. 

(a) The former theory, that the micro-organism 
acts locally like those of impetigo, is not generally 
accepted, and there are several strong arguments 
against it. For example, there is the fact that in 
acute cases of the disease the small, so-called 
guttate, lesions may develop over the trunk, limbs, 
and scalp almost with the suddenness and sponta¬ 
neity of an exanthem, a fact which would be difficult 
to explain on the assumption of a purely local 
parasitic inoculation ; then there is the symmetry 
of the lesions and their occurrence on such sites 
as the elbows, where contact is practically impos¬ 
sible. 

(h) The second hypothesis, that the disease 
results from the local inoculation of a microbe 
which cultivates itself at the site of inoculation and 
becomes disseminated in the general circulation, 
and causes lesions wherever it reaches the skin, is 
borne out by the fact that not infrequently a single 
patch of psoriasis precedes the more general 
eruption. This “ herald patch ” may occur in a 
number of situations, one of the most common 
being the knees or legs. The parasitic theory of 
the causation of psoriasis has received support from 
the fact that several observers are convinced that 
it is mildly, and under certain circumstances, 
contagious. Destot, for example, inoculated his 


deltoid region by scarifying and rubbing in the 
psoriatic scale from an infant, and succeeded in 
producing an eruption of psoriatic lesions. Unna 
describes the case of a nurse who gave the disease 
to three children under her charge, and other 
instances of apparent contagion have been recorded. 
Lassar and Tommassoli reported that they had 
succeeded in inoculating it in animals. On the 
other hand, a number of failures to inoculate the 
disease have also been recorded, so that if inocu- 
lable it is only so under certain conditions which 
are at present unknown. 

Though various parasites have been from time 
to time put forward as the cause of the disease, 
none has yet been established. The fungus which 
was described by Lang and corroborated by Wolff 
is no longer accepted. The micrococcus of Unna 
has been abandoned as the pathogenetic agent, 
and the micrococci of several other writers have 
not been proved to be specific. Still, of the 
various theories which are at present current the 
parasitic one is the most attractive, and most easily 
explains the peculiarities of the disease. 

But, apart from the actual cause, there are certain 
factors in its etiology which have a marked bearing 
on the course and treatment of the disease, and 
which render the individual susceptible to the 
original attack, aggravate the disease once it is 
established, and determine recurrence. 

Heredity appears to play a distinct part in the 
etiology, for psoriasis may attack several members 
of one family and frequently appears in the children 
of psoriatic parents. This hereditary influence may, 
however, be simply a family predisposition like that 
to tuberculosis, and the attack may be the result of 
contagion and not due to hereditary transmission. 

Season has some effect on the disease and 
recurrences are most frequent in spring, while there 
is a distinct tendency to recovery towards the end 
of summer. It is a disease also of cold and temperate 
climates, being rare in the tropics. 

Any derangement of general health, such as a 
serious or prolonged illness, parturition, lactation, 
or the menopause, may cause a recurrence, and the 
influence of nervous disturbances, such as anxiety, 
worry, mental strain, and violent emotion, is also 
well known in this connection. Once the disease 
has been established, fresh lesions are liable to 
come out in the sites of friction, pressure, or injury, 
and they may develop on the scars of smallpox, 
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vaccination, and even on the sites of the vesicles of 
herpes zoster. 

Though the causation of the disease is so imper¬ 
fectly understood the histology of the lesions it 
produces has been worked out. 

The cardinal features of a recent papule of 
psoriasis may be thus Briefly tabulated. There is 
marked dilation of the superficial blood-vessels of j 
the skin, which are surrounded by an inflammatory 
cellular infiltration, oedema of the superficial layers 
associated with the dilated blood-vessels, and an 
elongation of the papillae. The overlying epidermis 
shows proliferation of the prickle-cell layer and 
downgrowth of the interpapillary processes, but the 
epidermis immediately above the elongated papillae 
is thinned, a fact which explains the great liability 
of the papules of psoriasis to bleed when the scale 
is scratched off. There is more or less oedema in 
and between the prickle-cells which interferes with 
the process of cornification and leads to the forma¬ 
tion of imperfect and moist horn-cells which adhere , 
together in masses to form scales, and owing to the ' 
drying up of the moisture and its replacement by | 
air the peculiar silvery appearance of the scale is 
produced. Between the scales masses of breaking- 
down pus-cells and horn-cells with numbers of 
micro-organisms are present. These miliary 
abscesses were regarded by a recent writer to be 
pathognomic of psoriasis and were believed to be 
caused by the inoculation of specific microbes 
through a slight surface abrasion. They occur, 
however, in other skin lesions, such as in seborrhoeic 
dermatitis, and cannot be regarded as characteristic. 

The important point is whether this peculiar 
architecture is the result of a specific virus acting 
first on the blood-capillaries of the corium and 
causing the changes in the epidermis secondarily, 
or whether the inoculation has taken place in the 
epidermis and the corium changes are secondarily 
induced. This problem has been discussed by 
numerous writers from the time of Hebra, who, 
with Kaposi, Bazin, and others, regarded the 
disease as being essentially an inflammatory dis¬ 
turbance of the corium with secondary changes in 
the epidermis ; while Unna, Besnier, Neisser, and 
others regard the epidermal changes as primary. 
Unfortunately, the histological appearances them¬ 
selves do not seem capable of solving this problem, 
for even in the earliest lesions the changes seem to 
have appeared in both epidermis and corium ; and 


the lesions are equally explicable whether the 
pathogenetic virus gains entrance from without or 
reaches the skin vid the blood-stream. Which¬ 
ever view is the correct one these histological 
changes afford several valuable hints with regard 
to the treatment of the disease. 

Treatment. General management . — When the 
psoriasis is of an acute and actively spreading type, 
and is widely disseminated over the skin, one of 
the most important principles in the general 
management of the case is rest, and if possible 
complete rest in bed. By this means the skin’s 
activity is lessened, much of the irritation from 
friction and compression, to which the skin is 
subjected when moving about, is avoided, hyper- 
semia is reduced, and the tension in the cutaneous 
blood-vessels diminished. Treatment also can be 
so much more thoroughly carried out with the 
patient in bed, and under the regime of trained 
nurses or attendants. Almost as important as 
physical rest in the management of acute cases of 
psoriasis is mental rest—rest from worry, anxiety, 
and overwork. This is often ohe of the greatest 
difficulties in the treatment of the disease, for it is 
practically impossible to get rid of an attack so 
long as the patient is harassed by mental anxiety 
and business worries. 

The diet in cases of psoriasis should be simple, 
sensible, and nutritious, and too much meat should 
be avoided in plethoric individuals. No special 
rules of dieting need be laid down. Of course it 
is necessary to avoid all food-stuffs which are liable 
to cause toxic eruptions on the skin, such as 
curries, shell-fish, sardines, pickles, eels, and the 
like. It is well to remember that one man’s food 
is another man’s poison, and any idiosyncrasy on 
the part of the patient should be carefully guarded 
against. With regard to condiments, strong coffee 
should be avoided and tea taken in moderation. 
Alcohol, as a general rule, should not be permitted, 
as it dilates the blood-vessels, increases the heart’s 
action, and tends to aggravate the disease. Occa¬ 
sionally under special circumstances, where the 
digestion is feeble and the patient fatigued, it may 
be given in the form of small quantities of sound 
spirits in plain or mineral waters. 

Any definite derangement in general health 
must be dealt with on general principles, such as 
disorders of the alimentary tract, derangements of 
the liver and kidneys, asthmatic attacks, bron- 
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chitis, and cardiac attacks. In short, do not ! 
forget to treat the patient behind the disease. 
Where there is much tension and irritability of the 
skin antimony often gives relief in the form of 
tt\ 5 of the wine twice daily, but this must not 
be employed in debilitated and aged people. 

Besides the drugs which may be prescribed on 
general principles in psoriasis, there are several 
remedies which have been regarded from time to | 
time as having a specific action on the disease, 
such as arsenic, thyroid extract, mercury, salicin. j 
Of these the best known is undoubtedly arsenic, and 1 
until comparatively recently this drug was almost 
universally regarded as a specific for psoriasis. On 
the strength of this belief arsenic has been indiscri¬ 
minately prescribed in psoriasis and allied skin 
affections, and so often, unfortunately, with harmful 
effects that its value has been largely discredited, 
and a tendency has arisen amongst certain writers 
to believe that what has been called the tradition 
of arsenic in psoriasis will in the future become 
extinct. Everyone who has had any experience of 
the treatment of psoriasis will recall cases where 
the patient has been more or less under the , 
influence of arsenic for years without any definite 
improvement of the disease, and may have come 
to the conclusion that whatever action the arsenic 
may have had on the psoriasis this action varied 
to an inordinate extent, not only in different cases 
but even in the same one. Arsenic is believed to j 
have a “dynamic action ” in virtue of the alternate 
oxidation and deoxidation of arsenious to arsenic 
acid and vice versa , at the expense of the pro- ' 
toplasm of the living cells. This takes place in j 
the skin as well as in other structures such as the 
kidneys and gastro-intestinal tract, where it is 
eliminated. This process possibly results in the 
stimulation of the epidermis and the improvement 
of the cornification. Perhaps the arsenic may also 
have a destructive or antidotal action on the virus 
of the disease. Practically it has been found to 
be most useful in chronic cases or in early cases 
without much hyperaemia and to be unsuitable in 
acute inflammatory cases. It should be prescribed 
at first in small doses, as some patients are 
singularly intolerant to it. It must be carefully 
avoided where there is any tendency to gastritis or 
a catarrhal condition of the alimentary tract. It is 
best given in small quantities, well diluted after 
meals, and should be at once stopped when any 


toxic symptoms, such as pains in the abdomen, 
vomiting, diarrhoea, or conjunctivitis ensue. When 
it has been given over a prolonged period it is 
liable to produce pigmentation of the skin and a 
marked thickening of the palms and soles. 

Of the various preparations of arsenic the Liquor 
arsenicalis is the most generally employed, begin¬ 
ning with small doses of in 3 t.d.s. and increased to 
TT\ 10 t.d.s, according to toleration. This dosage 
is given till the eruption disappears unless toxic 
symptoms supervene, when the the drug is at once 
stopped. The Liq. arsenicalis has also been 
given in hypodermic injections of HI3 in Tif5 of 
water daily ; though it is possibly a more efficacious 
method of employing the drug than by giving it by 
the mouth, it has the great disadvantage of being 
painful. 

In Vienna the favourite method of prescribing 
the drug was in the form of the “ Asiatic pill,” which 
contained T V grain of arsenious acid. The late 
Professor Kaposi used to prescribe one to four of 
these, three times daily, and continue to do so till 
the patients had taken about six hundred of them, 
only intermitting them when toxic symptoms arose. 
Cacodylate of sodium, an organic compound of 
arsenic, is now extensively used in France in doses 
of i to 3 grs. of the salt by the mouth, or by hypo¬ 
dermic injection. These doses are large considering 
that 1 gr. contains about as much arsenic as a 
drachm of Liq. arsenicalis, and should be used with 
caution. 

I have referred to the various methods of 
administering arsenic somewhat fully, because no 
description of the treatment of the disease can be 
said to be in any way complete without doing so, 
but personally I have found the drug so inconstant 
in its action that I have begun to lose faith in it 
and to wonder whether in the cases which have 
seemed to do well while it w r as being taken the 
improvement did not take place in spite of the 
arsenic rather than as the result of any specific 
action on its part. 

Salicin and the salicylates have been recom¬ 
mended as substitutes for arsenic, and especially 
salicin as it is less liable to disagree than salicylate 
of sodium. Dr. Radcliffe-Crocker, who strongly 
advocates its employment, considers that it acts as 
a microbicide, breaking up into salicylic and car¬ 
bolic acids. It is given in doses of grs. 10 t,d.s . 
and gradually increased, and where depressing 
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symptoms and headache are caused by the drug it 
is combined with small doses of tincture of nux 
vomica. 

Various alkalies have been employed in psoriasis 
and in gouty and rheumatic patients with un¬ 
doubted success ;of these Liq. potassae n^io t.d.s., 
acetate of potash grs. 10-30 t.d.s ., and iodide of 
potassium in large doses have been chiefly recom¬ 
mended. 

Thyroid extract was introduced some years ago 
by Dr. Byrom Bramwell for the treatment of 
psoriasis and has been given an extensive trial 
since. Though it is believed by various observers 
to be occasionally efficacious, the serious symptoms 
which it may produce, especially in elderly people 
and those with weak hearts, more than counteract 
its doubtful utility. 

In brief, it may be said that there is no such 
thing as a specific drug for psoriasis, and several 
of the so-called specifics have probably got greater 
credit than was their due from the fact that they 
were being used at a time when the disease was 
naturally undergoing remission. At the same time, 
it must be conceded that salicin and arsenic may 
have a beneficial action, perhaps directly by acting 
as a microbicide, or possibly indirectly through 
having a tonic action on the nervous system. 

Local treatment .—Although in the general treat¬ 
ment of psoriasis success depends much more on 
the judicious application of general principles than 
on the slavish employment of any of the vaunted 
specifics, with regard to the local treatment we 
have certain definite indications, for here we are 
dealing largely with effects which in the light of 
their histology are capable of removal by suitable 
remedies. Hence it is that the local treatment 
plays a more important part in the therapy of 
psoriasis than does the general treatment. The 
first indication in the local treatment is the re¬ 
moval of the scales. If the disease is at all exten¬ 
sive this can be done best by means of baths. A 
daily warm bath (95°F. to ioo°F.)may be given 
and the individual patches scrubbed with soft soap 
on a piece of flannel or with soap liniment (saponis 
viridis two parts, spiritus vini rectificati one part) 
the latter being especially valuable in the removal 
of scales from the scalp. The bath water may be 
made more effective by the addition of 6 ounces 
of sodium bicarbonate to the 30 gallons of water. 
The patient should remain in the bath for about 


half an hour and after coming out apd being dried 
each patch should be thoroughly rubbed with a 
2 or 3 per cent, salicylic acid ointment or if the 
lesions are painful simply with vaseline or olive 
oil. 

Where the lesions are not so numerous, and are 
of a chronic resistant type with thick, adherent 
scales, more powerful measures for the removal of 
the scales may have to be resorted to. Thejesions 
should first be scrubbed with soft soap and hot 
water, next rubbed with salicylic acid, 3 per cent., 
in alcohol, and finally dressed with lint soaked in 
olive oil applied continuously under oil-silk. 

Other methods have been suggested, such as wet 
packs and Turkish baths, but they are not so effec¬ 
tive as the warm baths and soft soap. 

After the removal of the scales the next indication 
is the employment of one or other of the reducing 
agents with the object of trying to improve cornifica- 
tion, and so diminishing the tendency to the forma¬ 
tion of scales. These reducing agents are said to 
act by subtracting oxygen from the tissues. Of these 
the most valuable are tar and chrysarobin, and of 
less importance pyrogallol, naphthol, salicylic acid, 
resorcin, and mercury. 

In the choice of the proper remedy much care 
and judgment is necessary, for several of them 
are powerful irritants and must be used with great 
caution to avoid producing serious inflammation 
and are only applicable to cases of a chronic type. 
In psoriasis also, as in almost every form of skin 
disease, each case must be considered and treated 
on its own merits, and even different patches of 
psoriasis in the same case may require different 
treatment. 

Where the case is unusually irritable and the 
lesions much inflamed before using any of these 
reducing agents it is necessary to diminish the 
inflammation. This may be done by dressing the 
affected parts continuously under waterproof with 
lint soaked in a solution of glycerini plumbi sub- 
acetatis (1 in 8) or applying the calamine cream 
(prepared calamine 32, carbolic acid HI 10, olive oil 
31, lime water Ji)- In very irritable cases bran 
baths are of service. 

Of the reducing agents perhaps the one most 
commonly employed is tar. When the disease is 
widely distributed tar baths may be used. One of 
the simplest modes of making a tar bath is to paint 
the lesions over with pix liquida or with oil of cade, 
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and then to immerse the patient in a warm bath 
and rub the tar off with soft soap. Another way 
is to thoroughly apply an ointment containing three 
parts of pix liquida and one part of soft soap, and 
rub this off in the bath. A simple method of 
making a tar bath is to add to the 30 gallons of 
water about half an ounce of creolin. When the 
lesions are limited in number the tar may be applied 
in the form of the oil of cade (juniper), an ointment 
containing 32-4 of oil of cade to vaseline 31 
being used. Instead of the vaseline glycerine 
of starch may be substituted, and occasionally in 
tolerant cases the oil of cade may be rubbed on 
itself with lint. In place of the oil of cade the 
liquor picis carbonis may be painted on, and after 
doing so some soothing application, such as com¬ 
presses of diluted glycerini plumbi subacetatis (1 in 
8), should be applied. 

Another useful tar preparation is the liquor 
carbonis detergens, which can be used in an oint¬ 
ment of the strength of 5 1- " 2 to the ounce. 
Where there is much persistent scaiiness 3 per cent, 
of salicylic acid should be added to the ointment. 

The great disadvantages of the tar applications are 
that they are dirty, have a disagreeable odour, tend 
to cause an acneiform eruption when rubbed into 
the skin, and if too extensively used may cause 
toxic constitutional symptoms, so that the more 
concentrated preparations should be used with 
caution, and it is wise to begin with the weaker 
preparation till the toleration of the individual is 
ascertained. 

Chrysarobin is much more powerful than tar, but 
at the same time it is a far more dangerous remedy 
if improperly applied. It is a reducing agent like 
tar but has also a peculiar effect on the blood-vessels, 
causing their contraction in the patch and dilation 
in the skin immediately around it. When used in 
individuals who have an idiosyncrasy towards it or 
in too strong preparations it is capable of causing a 
severe dermatitis, and may easily transform psoriasis 
into an exfoliative dermatitis. It is an extremely 
irritating remedy, and if it gets rubbed about the eyes 
is apt to produce a serious conjunctivitis. It dyes 
hair and clothes yellow and then purple from the 
alkali of the soap used to try and clean them. 

The chief virtue, however, of the drug is its 
powerful action, and when a case is under treatment 
with it its application should be continued till the 
patch becomes white and surrounded with an 


inflammatory halo. It should be prescribed first 
with caution to find out the degree of toleration of 
the individual to the drug. It is customary to 
prescribe it in an ointment containing 2 to 5 per 
cent, of chrysarobin in vaseline. The ointment 
should be thoroughly rubbed in and the patches 
then covered with Unguentum zinci oxidi. It may 
be also dissolved in benzine, and painted on with 
a brush, and the lesions then covered with flexible 
collodion. In the case of isolated patches it is 
convenient to apply it in collodion or traumaticin 
(gutta percha 31, chloroform 51), repeating, the 
painting for three or four days, then washing the 
scab off, and again painting with it It may also 
be used in the form of plaster mulls or medicated 
pencils. 

Pyrogallol has been recommended by several 
writers in this connection. Like chrysarobin, it is 
a dirty preparation to use and stains both the skin 
and the linen. It is also liable to be absorbed, 
when it produces severe toxic symptoms, such as 
nausea, strangury, and the passing of olive-green 
urine. It is employed usually in an ointment con¬ 
taining 10 to 30 grs. to the ounce of vaseline. 

Of the other keratolytics and reducing agents 
such as ichthyol, resorcin, and / 9 -naphthol, they all 
have their supporters, but in my experience there 
is none of them so generally useful as tar, or in 
resistant cases so effective as chrysarobin, and in 
the treatment of psoriasis, as in other skin affections, 
it is far more important to study the properties of 
one or two drugs and know what they are capable 
of doing than to be constantly changing from one 
to another, for after all it is as much the method of 
using the drug as the drug which is being used 
which is of importance. 

There is still another way of removing the lesions 
of an attack of psoriasis, and that is by means of 
the X rays, and these are especially valuable in 
chronic resistant patches. With the skin at a 
distance of about 10 inches from the anticathode a 
dose of 2 or 3H might be sufficient to clear the 
patches and if it did not do so a second exposure 
of the same magnitude may be given in a week. 
Unfortunately, the X rays do not prevent a recur¬ 
rence, and in one case which I recently treated in 
this way after two such exposures a large patch of 
psoriasis cleared up, but about a fortnight later new 
guttate lesions began to form on the area from which 
the patch had disappeared. As we are gradually 
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becoming more acquainted with the dosage of X 
rays it may come about that in them we may yet 
find the most serviceable method for removing the 
attack. 

To, as far as possible, stave off a fresh attack it 
is imperative not to cease treatment till the last 
spot has disappeared, and after that to continue for 
a few months with frequent baths with tar soap and 
the occasional application of a mild tar and salicylic 
ointment. 

In a favourable case suitably treated the eruption 
should be got rid of in a month or six weeks if the 
patient does the treatment thoroughly, but this is 
far from being the case in those who carry it out in 
a half-hearted fashion. Some cases are so obstinate 
that much longer than two months is necessary, 
and this is especially so in chronic alcoholics. The 
majority of cases recur, some yearly, others every 
few years, while in certain cases the eruption is 
almost continuous. As a rule, however, a reason¬ 
able period elapses between the attacks of a 
thoroughly treated case, and much can be done to | 
lengthen the intermissions and keep off further j 
attacks by proper and judicious treatment. 

December ijth, 1906. ] 


The Diagnosis of Grave Abdominal Con- j 
fusions. —Schmidt, in discussing this subject, 1 
describes four cases that came under his observa¬ 
tion. Three of these were the result of kicks from 
horses, and the fourth was caused by a runaway 
accident. Laparotomy was done in each case, 
with three recoveries. In analysing the separate 
symptoms the author comes to the conclusion that 
shock, fever, and vomiting are very deceptive signs, 
since they may be lacking or only slight in even 
the severest cases. On the other hand, careful 
and gentle percussion will often reveal dulness 
due to even small amounts of blood or extravasated 
fluid, and is always to be regarded as a valuable 
aid. The greatest importance, however, attaches 
to the two symptoms of pronounced abdominal 
tension and tenderness to pressure. If these two 
symptoms are present to a marked degree and do 
not subside promptly, a serious internal injury must 
be taken for granted and laparotomy is urgently 
indicated. The author expresses himself strongly 
in regard to the use of opium in doubtful cases, 
severely condemning its administration as long as 
the diagnosis remains uncertain.— Med. Record } ' 
vol. lxx, No. 21. | 


A SURGICAL CONSULTATION AT 
ST. BARTHOLOMEW’S HOSPITAL. 


Present : 

Mr. Bruce Clarke, Mr. Bowlby, Mr. D’Arcy Power, 
Mr. Waring, Mr. Eccles, Mr. Bailey, and Mr. Rawling. 


Case 1. 


Mr. Waring : This man came into the hospital a 
few days ago on account of a swelling in the left 
iliac region. Eight months ago he was struck in 
the left buttock by the handle of a cane and some 
time afterwards he noticed a swelling in that 
region which gradually increased in size. When 
he came to the hospital we found in the upper 
part of the left buttock a lump which was some¬ 
what spherical in shape .and about four inches 
in diameter, firm, non-fluctuating, not attached 
to the skin but apparently attached to the bone. 
There are no other swellings to be made out in 
any other part of the body. Three weeks ago the 
patient states that when in bed he suddenly had 
loss of sensation over the region of distribution of 
the left supra-orbital nerve and that has remained 
since. I asked Mr. Jessop to examine his eyes 
and he says the discs are normal and there is no 
evidence of opic neuritis. The patient also states 
that he suffers from a drawing pain down the left 
leg. With regard to the swelling itself, an explor¬ 
ing needle has been passed into it and the small 
core which was brought out contained blood and 
blood-stained material. On microscopical investi¬ 
gation this was found to be spindle-celled sarcoma, 
therefore I do not think there is much doubt about 
the diagnosis : the only point to discuss seems to 
be treatment. The large swelling is on the dorsum 
ilii. It does not extend forwards into the left iliac 
fossa but extends backwards. The swelling is 
fairly circumscribed and appears to be solid, in 
connection with the bone and involving the 
muscles. The second point of interest about him 
is as to whether there is any stress to be laid on 
the fact that the patient suffered three weeks ago 
with sudden numbness in the area of distribution 
of the supra-orbital nerve on the left side. That 
suggests the possibility of there being some 
secondary growth or deposit in the interior of the 
cranium which is involving some part of that 
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nerve. As I have said, examination of the eyes 
reveals no evidence of optic neuritis and there is 
no other evidence as to secondary growths else¬ 
where. Therefore I cannot make up my mind to 
arrive at a definite diagnosis that the patient has 
secondary growth in the cranium, although I think 
it is possible. With regard to treatment, if one 
were to put aside the possibility of there being a 
secondary growth in the cranium, I think it would 
be feasible, from an anatomical point of view, for 
an operation to be carried out to remove the 
disease. The point which is not clear is whether 
a small fragment has been detached and given rise 
to a secondary growth. If on observation there is 
no further involvement of the supra-orbital nerve, 
I shall recommend the patient to have an opera¬ 
tion done for the removal of the local disease. 
The prognosis is not very good, it is true, but if left 
alone it is certainly very bad. 

Mr. Bruce Clarke : The case is of some 
interest, and Mr. Waring has put before you its 
salient features. The points which I think have 
to be decided are, first of all, exactly where it is 
situated, and I think a great deal depends on that 
—that is to say, whether the growth is connected 
with bone or with the muscles or other soft struc¬ 
tures. The next point is as to whether there is 
any secondary growth in the cranium, and whether 
anything can be done for him in the shape of 
operation. I have not the smallest doubt that 
something could be done in the way of operation ; 
that is to say, in all probability it is possible to 
remove the visible portion of growth; but as to 
whether even if removal of the visible portion did 
not get one into trouble one could prolong the 
patient's life, I think it is almost certain from what 
we know of the history of these growths that the 
patient has already seeds of this growth dissemi¬ 
nated about him and that any operation, although 
it may relieve him of some local symptoms which 
at present do not appear to be very painful and 
may never become so, it will not relieve him of the 
possibility of ultimate secondary growth. Of 
course he can be watched carefully to see if any 
further light can be thrown on the case, but my 
view at the present moment is that operation should 
not be done, as it will not be of real benefit to him. 

Mr. Bowlby : I agree with what Mr. Bruce 


Clarke says. I think in the first place it is a peri¬ 
osteal sarcoma of the iliac bone. Knowing the 
course which these tumours ordinarily do take, I 
cannot imagine any operation can possibly free 
him of his disease. It seems to me that the base 
of attachment of the growth is very large ; I am 
sure it is larger than we can feel. It probably has 
penetrated the bone and I should think almost 
certainly involves some of the tissues on the 
anterior and inner aspect. Another thing is that 
he has a good deal of pain down his leg and thigh 
and the muscles of the thigh are about one inch 
less in circumference than on the other side, which 
I take to mean that there is involvement of impor¬ 
tant branches of the sciatic nerve. I think opera¬ 
tion would be harmful and useless. 

Mr. D’Arcy Power : I have no doubt it is a 
sub-periosteal sarcoma growing from the bone and 
if you feel down the iliac fossa there is a mass of 
sarcoma which has already grown through the ilium 
on to the other side. I do not think you will be 
able to remove it with any degree of satisfaction or 
with more than a moderate result. You might by 
operation free him of his symptoms for a few 
months, but I do not think it will prolong his life 
to any extent. 

Mr. Me Ad am Eccles : If you are certain of the 
diagnosis I agree with what has been said. It is 
not a case for operation, either curative or palliative. 
These cases so rapidly develop secondary deposits 
that they are present almost before the patient is 
seen in the condition when the growth might be 
removable. I am afraid that it is sub-periosteal 
sarcoma and I should not touch it. 

Mr. Bailey : Setting aside the question as to 
whether there are secondary growths, which there 
probably are by this time, I think the primary 
growth is beyond the reach of removal. The 
history is very short—the growth of the tumour 
rapid, its size considerable, and its position inac¬ 
cessible. Its only favourable feature is that it is a 
spindle-celled sarcoma, but even that would not 
induce me to touch it. 

Mr. Rawling : One would like to have the 
opportunity of examining deeply down in the left 
iliac region under an anaesthetic, and per rectum 
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before excluding the possibility of surgical interfer¬ 
ence. I agree in the main, however, with what 
has been said, that no operation is advisable. 

Mr. Waring : I shall watch the patient for a 
short time and perhaps I may have an opportunity 
of bringing him into consultation again if anything 
favourable appears. 

[On further observation the symptoms in con¬ 
nection with the supra-orbital nerve did not improve, 
whilst the primary tumour increased quickly in size. 
No operation was carried out.—H. J. W.] 

Case 2. 

Mr. Bruce Clarke: The man who is coming 
in has a growth in the interior of his mouth in con¬ 
nection with the tongue and tonsils. I think the 
actual date of the beginning of that condition is 
doubtful, but one point is clear, that the man was 
conscious he had some disease three or four 
months ago and went to the London Hospital, ' 
where he was advised to have an operation done. 
Of course we do not know exactly what the condi- | 
tion was then, but it is clear that now he has a 1 
growth in his tongue which pevents him putting it 
out and it encroaches on the anterior pillar of the 
fauces. He has in addition an ulcerated mass on 1 
his tonsil and enlarged glands deep down in the I 
neck. I suppose my colleagues will say it is j 
hardly necessary to raise the question as to whether 
anything in the nature of operation should be done 
as he looks ill and there is an extensive involve¬ 
ment by the growth. But I only bring him so that 
I may raise the question as to whether anything ! 
could possibly be done to remove that portion of | 
the growth which is fungating so as to prevent the 
pain and discomfort which he must necessarily 
suffer. One thing is certain that one cannot 
remove the whole of the disease; that is to say, | 
the enlarged glands cannot be got away and one*' 
cannot get at any secondary growths which may 
exist in other parts of his body. But it is possible 
that one might be able to relieve his suffering to a j 
certain extent by local removal. I cannot say 
that I have any strong feeling about it. My own 
inclination is to do nothing to him but to treat it by j 
local palliative means, keeping it as clean as I 
possible and painting it over with a good strong j 
solution of formalin, which is a very valuable 
method of treatment in such cases. 


| Mr. Bowlby : I should do the same. It seems 
to me that the man lost his only chance when he 
declined to be operated upon in another hospital 
1 four months ago. It is possible that at that time 
| some useful operation might have been done. 

I But I think there is no useful operation possible 
! now; the tonsil and the whole pharyngeal wall and 
the pharynx are involved and there is almost con- 
, tinuous mass of growth in which the tongue 
» muscles and pharyngeal muscles seem all to be 
involved. Also the man looks very ill and perhaps 
! may have infection of other parts of his body as 
| well. I do not think an operation would be of the 
least service. 

Mr. D’Arcy Power : I do not think that any 
set operation would be of use, but I have been 
wondering whether it would be possible to divide 
the inferior maxillary division of his fifth nerve. 
We had a case two or three years ago where, after 
we had taken out a piece of nerve, the growth 
seemed to shell out and settle down for a time, 
and in a much more satisfactory manner than it 
otherwise would have done. I do not think he is 
in a fit condition to stand any large operation. 
The nerve could be resected somewhere near the 
Gasserion ganglion, and we do not yet know the 
influence of the nerve-supply on the growth of 
cancer. 

Mr. Waring : I do not think there is any doubt 
about the diagnosis. There is extensive carcino¬ 
matous disease, which involves the tongue and the 
pharyngeal wall, but this mass of disease is also 
attached to the lower jaw and extends to the lym¬ 
phatic glands along the carotid sheath into the 
sub-maxillary region, and along the sternomastoid. 
I can also feel a chain of deep lymphatic glands 
extending down as far as the thorax. I think 
very likely the extension of the disease is so near 
the thoracic duct that he has extensive internal 
deposits. It is not feasible to do an operation, 
and I do not think he can have very long to live. 

Mr. Bailey : I agree that no operation can be 
done, either radical or palliative. 

Mr. Rawling : I agree with what my colleagues 
have said. 
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Case 3. 

Mr. Waring : This is a man aged 26, who 
came in yesterday on account of a curious sym¬ 
metrical disease in the two thumbs and swellings 
in the anterior part of the thorax. At times the 
swellings in the thumbs exude a considerable 
quantity of fluid. The swellings on both sides of 
the sternum began to appear nine months ago, and 
since then they have gradually increased in size. 
Apparently at one time he had a similar condition 
of affairs in the right great toe, but that has now 
cleared up. I have not had time to go into further 
details, as he has only just come into the hospital, 
but I believe there are no further evidences of 
diseased areas elsewhere to be made out. The 
thumb swellings came first. I take it that the 
condition is some very chronic form of tubercu¬ 
losis in the chest; probably the swellings are 
localised tuberculous abscesses in connection with 
the posterior part of the sternum. I think the 
proper treatment is to lay them open, scrape away 
all the disease one can find; and allow the cavity 
to fill up by granulation. 

Mr. Bruce Clarke : I think also that the dis¬ 
ease is probably tuberculous. He is a grocer by 
trade, and after he has been treated in the way 
suggested I should get him out of the grocer’s 
shop; it will probably be better for himself and 
for the shop as well. 

Mr. Bowlby : This is a very unusual form of 
tubercle, and perhaps one of the curious things 
about it is that there are definite abscesses but no 
definite affection of lymphatic glands. The tuber¬ 
culous dactylitis does not appear to have carried 
infection to the glands either in the elbow or in 
the axilla, and yet he has two tubercular abscesses, 
apparently, in his chest. I think the only treatment 
is to lay them open as suggested. 

Mr. D’Arcy Power : tt reminds one of the 
tuberculous dactylitis in children occurring in the 
fingers. These children do not usually have any 
affection of the lymphatic ‘glands. Perhaps the 
abscesses are of a very low form of infection. I 
should certainly scrape them out. 

Mr. Bailey : It is a most interesting case, and 


I think that if I saw the chest condition without 
| the condition of the thumbs I should think that he 
I had fatty tumours, and if I saw the thumbs without 
I seeing the chest I should think he had gout. But 
taking them together one does not like to make a 
1 diagnosis of two separate lesions if one will cover 
it. Yet the chest swellings are movable, are defi¬ 
nitely lobulated, and have a definite edge w T hich 
slips away from under the fingers, so I am driven 
to conclude that they are fatty. Then there are 
j certainly calcareous masses of some sort around 
| the last joint of the thumbs, but I do not- make 
; out any disease of the joint itself, and tuberculous 
j periarthritis is so rare that one must come to some 
I other conclusion as to the nature of the disease. I 
I think, therefore, that he has two lipomata in the 
breast and periarthritis in his thumbs, probably 
gouty in origin. 

Mr. Rawling : I share Mr. Bailey’s feelings 
somewhat, and so much so that I feel compelled to 
give the opinion that these two conditions are of 
different origin. I feel confident that the thoracic 
swellings are chronic abscesses, whether tuber- 
| culous or not I cannot say. But I think that 
I this periarthritic swelling, of a peculiar bluish 
colour, with nodular contents, and breaking down 
in various places, is distinctly gouty in character. 
Then, he has also had trouble in his big toe and 
1 nodules of a similar nature in the helices of his ear. 
Even now he has one or two small, yellowish-white 
patches there underneath the skin which may be 
tophi. So I think he is suffering from two distinct 
troubles. 


Mr. Waring : I think that at all events there is 
J very little doubt about the treatment I have had 
| the advantage over my colleagues in that I have 
I seen the fluid which exuded from the swellings in 
the thumbs, and it looks very much like that from 
*a tuberculous abscess. 

[The swellings in the thumbs and thorax were 
laid open and scraped. These were tuberculous 
in character.] 

We have received for review from Messrs. Bailliere, 

; Tindall and Cox a copy of * Syphilology and Venereal 
I Disease,’ by C. F. Marshall, M.D., M.Sc., F.R.C.S., 
late Assistant Surgeon to the Hospital for Diseases 
of the Skin, Blackfriars, formerly House Surgeon 
to the London Lock Hospital, and Surgical 
Registrar to the Hospital for Sick Children, Great 
| Ormond Street. 


Digitized by 


oogle 



THE CLINICAL JOURNAL. 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 
CLINICAL CHRONICLE AND CLINICAL REVIEW. 

Edited by L. Eliot Creasy. 


No. 739. WEDNESDAY, DECEMBER 26, 1906. Vol. XXIX. No. 11. 


CONTENTS. 

*A Clinical Lecture on Cirrhosis of the 
Liver. By Norman Moore, M.D., 
F.R.C.P. 


PAOB | 


161 


*A Clinical Lecture on Cancer of the 
Breast. By Charles Stonham, C.M.G., 

F.R.C.S. 167 

Notes on Menaggio, Lago di Como, 
Italy. By E. F. Eliot, F.R.C.S. ... 173 


• Specially reported for the Clinical Journal. Revised 
by the Author . 


ALL RIGHTS RESERVED. 


NOTICE. 

Editorial correspondence, books for review, < 5 r*c., 
should be addressed to the Editor, 51 , New 

Cavendish StreetW., Telephone No. 904, Fad- 
dington; but all business communications should 
be addressed to the Publishers, 22J, Bartholomew 
Close, London, E.C. Telephone 927, Ho/born. 

All inquiries respecting Advertisements should be 
sent to Messrs. Adlard & Son, Bartholomew 
Close, E.C. lelephone 927, Ho/born . 

Terms of Subscription, including postage, payable 
by cheque, postal or banker’s order (in advance ): for 
the United Kingdom, 15 s. 6 d. per annum ; Abroad 
1 js . 6 d. 

Cheques, &*c., should be made payable to The 
Proprietors of The Clinical Journal, crossed 
“ The London, City, and Midland Bank, Ltd., 
Newgate Street Branch, E.C . Account of the 
Medical Publishing Company, Ltd.” 

Reading Cases to hold Twenty-six Numbers of 
The Clinical Journal can be supplied at 2 s. 3 d. 
each , or will be forwarded post free on receipt of 
is. 6 d. ; and also Cases for Binding Volumes at is. 
each, or post free on receipt of is. 3 d., from the 
Publishers, 22L Bartholomew Close, London, E.C. 


A CLINICAL LECTURE 

ON 

CIRRHOSIS OF THE LIVER. 

Delivered at St. Bartholomew’s Hospital. 

By NORMAN MOORE, M.D., F.R.C.P., 
Physician to the Hospital. 


Gentlemen, — Both these patients are suffering 
from the disease known as cirrhosis of the liver. 
There was a woman whom some of you may 
remember, in Hope Ward, who was suffering from 
the same disease, and I thought the occurrence of 
these three cases made it worth while to give a 
clinical lecture on the subject. 

Now, there are several ways in which this par¬ 
ticular disease may be discussed. And I am 
anxious to-day rather to discuss it from a very 
general, clinical, and etiological point of view than 
from a pathological point of view. I wish to do so 
first of all because it enables one to eliminate a 
good deal which would have to be said if one 
were to treat it pathologically, and which often, 
I think, in regard to cirrhosis of the liver rather 
obscures observation at the bedside. Of course, 
you all know that in books on pathology there 
are described the processes which precede the 
contraction and hardening of the liver, and it is 
always pointed out in text-books how these con¬ 
ditions may come about ii\a great variety of ways. 
And that, no doubt, is a very proper and useful 
way of looking at the subject when you are con¬ 
sidering it from a laboratory point of view. But 
that is not the point of view I want to take to-day. 
I want to look at this condition rather from the 
point of view of how it comes about and what its 
clinical course is. And to do that I think it is 
better to speak of cases such as those before us as 
results of chronic alcohol-poisoning. Now, the 
word “ poisoning ” is a word to which, when you 
come to think it over, it is very difficult indeed 
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to attach an)r quite clear scientific meaning. 
Nearly every disease might be regarded as the 
result of some poison introduced into the body, 
either directly or produced in the course of the 
development of some micro-organism. But we all 
know what we mean by the word “ poisoning,” used, 
not as a medical term, but as a general term. And 
that is the sense in which it is used, for instance, 
in the expression with which we are all familiar, 
“lead-poisoning.” What do we mean by lead-poison¬ 
ing ? We mean the general results, the structural 
and functional results throughout the body, of 
taking lead into the system, chronic lead-poisoning 
the result of taking lead for a long time into the 
system. Now, there are certain results, well ascer¬ 
tained, with which it is most important to be 
familiar, produced by the chronic taking of large 
quantities of alcohol into the body. So it is from 
the etiological standpoint that I want to treat the 
subject to-day, and therefore I would prefer to say 
that I am now lecturing, not on cirrhosis of the 
liver, but on chronic alcohol-poisoning. 

I will dwell briefly on what are the well-ascer¬ 
tained results of chronic alcohol-poisoning. To 
refer once more to lead-poisoning, you all know 
that there are some results, some definite results, 
of chronic lead-poisoning which although they may 
be produced in other ways, when you see them in 
a patient you at once think of lead-poisoning, and 
continue to think of that until it is conclusively 
proved that something else is the cause of the 
symptoms. If a man when he puts his arm out 
straight cannot extend both his wrists, you know 
that he is suffering from lead-poisoning. Of course, 
you are aware of the fact that if the particular 
nerves have been divided by an injury or their 
origins destroyed the man would not be able to 
raise his hand, but those are very rare occurrences, 
whereas lead-poisoning is a common occurrence. 
There are a few symptoms the result of chronic 
alcohol-poisoning which are as definite as the loss 
of power to extend the wrist is in lead-poisoning, 
and the conditions which these two men show I 
think it is not too much to say are as certain evi¬ 
dence of chronic alcohol-poisoning as inability to use 
the extensors of both forearms is of chronic lead¬ 
poisoning. Here I show you some fluid which 
was taken from the abdomen of the man before 
us. It is clear fluid, contains albumen, the 
sort of fluid which is found in true ascites and 


comes from the peritoneal cavity. The man is fifty- 
two years of age, is a printer and has been engaged 
in very responsible work for many years. When he 
first came into the hospital he had obviously a 
large quantity of fluid in his peritoneum. You 
are familiar with the physical signs which indicate 
that a man has a large quantity of fluid in his abdo¬ 
men, and they are very obvious indeed in him. His 
abdomen is greatly distended. At present he is ban¬ 
daged, because he has been tapped and is more com¬ 
fortable in that condition. His abdomen is quite 
resonant in the middle line, dull in the flanks, with 
a well-marked thrill communicated from one of 
your hands to the other when you flick one side 
of the abdomen. And with that great abdominal 
dropsy when he first came in there was some slight 
swelling of the feet. Now there is very little indeed 
in the feet, hardly any. If his peritoneum were 
allowed to remain full of fluid then the pressure of 
that fluid, the obstruction which it would cause to 
the return of the blood from the lower extremities, 
would cause his legs to be anasarcous. But apart 
from that and when he has been relieved by letting 
out the fluid his feet hardly swell at all. He looks 
rather pale, as if he had had some serious illness, 
and he certainly has lost some flesh. He is not 
very thin, but he is thinner than you might expect 
on looking at his face. 

Those are the chief appearances which he 
presents, and I want to impress upon you what a 
very marked symptom the ascites is. The fluid 
has been let out with a trocar several times as 
follows: on June nth 17 pints, on July 1st 19 
pints, on July 12th 20 pints, on July 30th 22 pints, 
on August 13th 22 pints, on August 25th 25 pints, 
on September 3rd 18 pints, on September 17th 23 
pints, on September 26th 23 pints, on September 
28th 12 pints ; some days after 25 pints were with¬ 
drawn. That comes to 226 pints of fluid which 
have been let out of the abdomen. I will read 
to you from the notes one or two points in his 
history. He had an attack of profuse haemate- 
mesis at the begining of 1905. eighteen months 
before his admission here in June, 1906. He had 
a second attack on April 13th, 1906, and a third 
attack on April 20th, 1906. So you see he had 
well-marked haematemesis. He has well-marked 
ascites, he has some wasting. Since he first came 
into the hospital he has been out a short time; I 
j sent him to Swanley for country air, as what you 
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may call his general health, allowing for the fact 
that he has a serious illness, has been pretty good. 
He has not had a further attack of haematemesis. 
So what is the duration of this case ? That is a very 
important point in relation to this disease. He 
himself thinks that his abdomen has been swelling 
for two years. I think that is probably correct, 
because you see he had profuse haematemesis, 
a sign of hepatic obstruction, early in 1900. 
There is nothing improbable in the idea that 
a slighter sign of hepatic obstruction —a sign, that 
is, of less extreme obstruction—namely the com¬ 
mencement of ascites, should have occurred six 
months before that. Do not think I am sug¬ 
gesting that the first sign of obstruction which 
occurs in cirrhosis of the liver is haematemesis. 
It sometimes is so, but sometimes the first sign 
is ascites. As far as my memory serves me—I 
have not looked up the point in my notes for ,the 
purpose of this lecture—it is rather commoner 
among the patients who come here to find a copious 
haematemesis as the first sign to the man that he is 
really ill. But if you had the opportunity of ob¬ 
serving people who were more careful about their 
health you would probably find their first com¬ 
plaint was of some sign of commencing abdominal 
distension. You do not find men who are work¬ 
ing hard with their hands take so much notice of 
themselves as that. The presence of this com¬ 
mencing distension does not always prove ascites 
is there, but it often indicates it. This distension 
is the first indication to many people that there is 
some serious abdominal disease going on. 

Now let us turn to the other patient who is 
before you. He also has cirrhosis of the liver. 
He is a carman by occupation, jet. 38 years. The 
important points about his -case are these. He 
had been in the hospital before. On November 
24th, 1902, his liver was felt three fingers’ breadths 
below the costal arch. On December 14th—that | 
is, only three weeks later—it was not to be felt. | 
In August, 1906, his abdomen began to swell. That j 
is his own account of it. In September, 1906, 
paracentesis was performed and sixteen pints of j 
fluid were let out. His abdomen is not so much 
distended as is that of the other patient and you I 
can get a much less distinct thrill. The quantity 
of fluid in his abdomen is obviously less than that j 
in the other man’s. In the same way here as in | 


resonance in the middle line. His feet are rather 
more swelled than those of the other patient and 
they pit on pressure. 

Let us leave out of the question—though I shall 
want to allude to it again—this affection in 1902. 
In April, 1906, his legs began to swell and they 
have continued to swell ever since. At the end of 
August, 1906, he noticed that his abdomen was 
increasing in size. There was no vomiting and he 
has not brought up any blood. So that the history 
of those two men with the exception of one or two 
points is the same. The symptoms in which they 
agree are that they both have marked ascites. 

| The symptoms in which they differ are that the 
older man has had copious haematemesis—and 
the younger has not had haematemesis, and that 
the younger man has a greater degree of swelling 
of his legs than has the older man. The younger 
man also has a definite albuminuria, which sug¬ 
gests to me that he has some renal disease as well 
as the obstruction in his liver due to cirrhosis. 

Now as to the cause of those conditions, what I 
should like to impress upon you is, that when a 
man has certainly cirrhosis of the liver, as these 
two men have, you know that that has been pro¬ 
duced by drinking large quantities of spirits. It is 
never produced in any other way—that is to say, a 
disease of that complexion. And it is because I 
want to impress that upon you that I prefer to say 
| that I am lecturing to-day on chronic alcohol¬ 
poisoning rather than on cirrhosis of the liver. 
One important pathological change—for it would 
be too much to assert that it is the only change or 
that it was the initial change—which has taken 
place in those two men is, that there has been an 
enormous connective - tissue increase throughout 
their livers, that this tissue has contracted, that 
their livers are smaller than natural, and are rough 
upon the surface. Now, some kind of connective- 
tissue change may be produced throughout the 
liver or a similar change may be produced in 
several localities of that organ without pervading 
every part of it, and that connective-tissue change 
may be due to a great variety of causes. It has 
been described as occurring after certain acute 
diseases. It has been described as following upon 
scarlet fever. It certainly occurs now and then 
as a result of perihepatitis which is due to 
tubercle. It may occur as a result of perihepatitis 


the other patient there is dulness in the flanks and 


due to syphilis, or may occur around large 
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gummata. And although those are pathological 
ways in which a hardening of the liver may be 
produced, this particular hardening, that which is 
associated with this great ascites with almost 
invariably the paleness of complexion which you 
can notice very markedly in the older man, in 
whom the disease is further advanced than in the 
other, is produced by taking over a longish period 
large quantities of strong alcohol, of spirit, whether 
gin, rum, brandy, or whiskey. These conditions 
are not produced by beer. I have never seen a 
case in which one could believe that such 
symptoms were due to wine. Therefore fix upon 
your minds that a morbid condition which has 
always been preceded by chronic alcohol-poisoning 
is that condition of cirrhosis. (The patients were 
then taken from the theatre.) 

Now, are the conditions produced by chronic 
alcohol-poisoning very numerous ? They are not 
very numerous, but there are a few others about 
which we can be quite certain. But before I go on 
to speak of them I should like to show you at once 
the liver of the third patient whom I mentioned and 
who was in Hope Ward and died a short time ago. 
Here is her liver, rough upon the surface, of a 
bright yellow hue on section, and excessively hard. 
It is this yellow hue which originally caused path¬ 
ologists to give to this disease the name of cirrhosis. 
They derive the name from the Greek mppoq 
tawny. Before the disease was accurately de¬ 
scribed this kind of liver was always called a 
scirrhous liver because, the microscope not being 
then used, people thought that this hard tissue 
which you can observe in the liver was of the same 
nature as the hard tissue which you see in a section 
of scirrhous carcinoma of the breast. And it was 
not a bad term except for the confusion which it 
gave rise to. This is a very hard liver and the 
word “ scirrhous ” is applicable to it as well as the 
word “cirrhosis,” as far as the etymology goes. 
Etymology is a matter of no consequence what¬ 
ever in considering scientific words, but I dwell 
upon it because the idea that cirrhosis means hard¬ 
ness has penetrated even into medical books, and 
you find people talking about cirrhosis of the 
lung, meaning thereby chronic interstitial pneu¬ 
monia in which there is a great connective-tissue 
increase in the lung. People also talk of cirrhosis of 
the kidney, meaning by that chronic interstitial neph¬ 
ritis. It is true there is a hardening of the organs 


in those conditions, but it was for quite a diffe¬ 
rent reason that the word “ cirrhosis ” was applied 
to this kind of liver, namely for its bright yellow 
colour. The woman to whom that liver belonged 
died very much wasted and having great ascites. 

I will tell you a few of the notes of her case. She 
was forty-four years of age, and when admitted she 
had considerable ascites and some swelling of her 
legs. She said she had been quite well until 
December, 1905, and then she had a fit, the nature 
of which we have no means of ascertaining. Soon 
after this she noticed that she could not empty the 
bladder so easily as before. And after that her 
stools were dark and probably contained blood. 
She suffered alternately from diarrhoea and con¬ 
stipation ; her abdomen was getting larger and she 
was losing flesh. On September 29th paracentesis 
was performed and sixteen pints of fluid withdrawn. 
The liver could be felt to be enlarged to four 
fingers’ breadths below the costal arch. Notice 
that that liver is not a very large one, so that is a 
very instructive observation. Why was that ? 
Because the liver was pressed downwards, as it so 
commonly is in women by the pressure of tight 
lacing. Here you can see the groove across the 
liver produced by the woman’s corsets, and the 
general contraction of the lower part of her chest 
had pressed the liver down. While she was in the 
hospital paracentesis was performed again on 
October 5th, and nine pints were withdrawn. She 
had from time to time lost blood, but never any 
very large quantity. A large blood-clot was passed 
in the stools on October 3rd, and afterwards some 
smaller ones. So that that woman, forty-four years 
of age, had ascites and haematemesis, just as the 
older of those two men we have just had in had 
had ascites and haematemesis. No doubt his liver 
is like this one. No doubt it is dense, rough upon 
the surface, yellow on section. 

As I am not lecturing on the pathological aspects 
of cirrhosis, I will not detain you with many state¬ 
ments about the size of the liver. The common 
statement about alcoholic cirrhosis is that the liver 
is first enlarged and after that contracts. Is that 
true ? It is. There was a boy in Elizabeth Ward, 
ast. 5 years, whom I remember perfectly well seeing 
during life and examining post mortem. He had 
a very large liver and slight ascites. When the 
child was admitted it was thought that this was 
probably a liver of amyloid infiltration. After a 


Digitized by 


Google 



The Clinical Journal.] 


DR. NORMAN MOORE. 


[Dec. 26,1906. 165 


time he was tapped and the fluid formed again. 
He was tapped again. He was also tapped a third 
time, and after the third tapping it was quite 
obvious that his liver, which before came well 
down below the umbilicus, no longer ran so far 
down in the abdomen. He was tapped again and 
the liver could no longer be felt; it had retired 
under the costal arch. After a time he died. He had 
a dense bright yellow liver, which was rough upon 
the surface. It was the liver of alcoholic cirrhosis. 
When the liver began to alter in size, as was 
observed at each tapping after the first two or 
three, naturally a doubt was felt as to whether it 
could be a case of amyloid infiltration of the liver. 
In that condition there is never any great diminu¬ 
tion in size; you feel the liver to be large and it 
remains so until the end of the patient’s life. It 
was found that the parents of this child had given 
him large quantities of spirits. They themselves 
took considerable quantities, and they shared the 
spirits with the child. That dase was convincing 
a$ to the phases of alcoholic cirrhosis of the liver. 
At first the liver was very large, and then it 
gradually but rapidly contracted and became ulti¬ 
mately very small. It is clear that there was some 
hepatic obstruction from the beginning of our 
observations, because there was some ascites, but 
the ascites increased more rapidly, and tapping 
was necessary more and more as the liver became 
more and more obstructed and smaller and smaller 
in size. Can that always be observed ? I have 
described that case to you because I saw it 
throughout, and because it was so convincing. 
Can you always observe that in cirrhosis of the 
liver ? The answer is that you cannot. And why ? 
Because you very seldom have the opportunity. 
The earlier stages of cirrhosis are not particularly 
inconvenient to the patient, and you have to 
remember that all symptoms are modified by 
chronic alcohol-taking—that is to say, by chronic 
alcohol-poisoning. A man has imperfect digestion, 
but if he takes large quantities of alcohol that, 
acting through his nervous centres, prevents him 
feeling uncomfortably the results of the indigestion 
and so masks the symptoms. Therefore, many a 
man has cirrhosis and the results of cirrhosis 
commencing in his body but without noticing 
them. He does not reach the hospital until the 
stage of liver enlargement is passed. The liver is 
contracted and the consequent extensive ascites or 


the consequent copious haematemesis brings him 
to the hospital. Is it, then, always the case that the 
liver is enlarged first? Well, as far as one can 
judge from the observations we have the opportu¬ 
nity of making here, my belief is that it always is 
enlarged, but that there is considerable variety in 
the degree of enlargement. Such an enlargement 
as that which I have described in the boy set. 5 
years is not very often seen in adults. Is the liver 
always small ? "That is the next question we have 
to ask. You see, the importance of considering 
these matters is not purely in relation to laboratory 
or pathological processes, but in relation to your 
diagnosis at the bedside. You see these cases at 
every stage, they are presented to you at every 
stage, and you are called upon to say what is the 
matter. Does the liver always become small ? If 
it always becomes small, and you watch a par¬ 
ticular liver and there is no diminution in size, you 
would be bound to say that the man had no 
cirrhosis of the liver. So the answer to that 
question is, that the liver does not always become 
smaller in this disease. How is that? The ex¬ 
planation which I have found most often demon¬ 
strable post mortem in the cases in which the liver 
was large at the time of death has been that it was 
a liver which, before the connective-tissue change 
took place, was infiltrated with fat. The con¬ 
nective-tissue change then took place. The fat is 
not absorbed, it remains, and although such a 
fatty and fibrous liver is an organ which the blood 
has the greatest difficulty in getting through, in 
which the circulation is thoroughly obstructed by 
the connective-tissue formation, still, it is not 
reduced in size because the fresh connective tissue 
does not get rid of the great infiltration of fat 
which existed in the liver before any change began 
in Glisson’s capsule. That is the common expla¬ 
nation, easily demonstrable in the post-mortem 
room, of most of the cases of cirrhosis of the liver 
in which, up to the time of death, you could still 
feel there was a large liver. 

Do patients ever die in the stage of primary 
enlargement, before any contraction has begun ? 
There is no doubt that, whether from other causes 
or not I do not know, though it is probably so, 
patients do sometimes die at that stage. But it is 
very uncommon, and for practical purposes we 
say that death does not take place until consider¬ 
able contraction of the increased capsule has taken 


Digitized by 


Google 



166 The Clinical Journal. ] 


DR. NORMAN MOORE. 


[ Dec. 26,1906. 


place. There was a patient in Mark Ward with 
these two, who has now left, but whom I should 
like to mention in relation to the diagnosis of qirrhosis 
of the liver. He was a man who had undoubtedly 
drunk hard, and had been consuming spirits for at 
least six years. His history was accurately obtained 
from his employers, who had the opportunity of 
watching him, and it was certain that he began 
life—and he continued in the same situation for a 
long time—and worked for a long time without 
taking more stimulant than was good for him. And 
then there came a time when he began to take 
large quantities of spirits. And this ultimately 
incapacitated him for his work in various ways, 
and when he was admitted here in July he said his 
abdomen had been getting large for six weeks. 
His abdomen on admission was very large, but it 
was difficult to be certain whether one was feeling 
fluid or not. On the whole I was unable to satisfy 
myself that there was fluid present. But one of 
my colleagues, who had seen him some weeks 
before, had thought that he could feel it. In any 
case it was a very large abdomen. The man looked 
as ill as he could look, and Seemed to be thoroughly 
under the influence of alcohol. But one point 
about him was that he was not extremely wasted, 
and I do not think you could have said he was 
much wasted. There was a good deal of sub¬ 
cutaneous fat about him. He was taken in and 
stayed in the wards from the beginning of July to 
the end of August. At the latter date he was very 
much better and was able to walk about. His 
hands were no longer tremulous, he took his food 
well, and one could be certain that no fluid could 
be felt in his abdomen. Altogether he looked 
much better. He went to Swanley and on his 
return thence he looked still better. Was that a 
case of cirrhosis of the liver? It was thought when 
he was admitted that it was, but I do not think it 
was. I think it was one of those cases of which 
you are sure to come across numbers, cases of 
people who have certainly been subjects of chronic 
alcohol-poisoning who come to have large abdo¬ 
mens, in whom you may perhaps be able to detect 
some sign of fluid in the peritoneal sac, but who, 
nevertheless, if the alcohol is absolutely stopped 
and great attention is paid to their nutrition, recover. 
I believe, and I think it is a common belief, that 
once a true cirrhotic change, a true increase of 
connective tissue, has begun in the liver it never 
stops. You never find post mortem livers which 
have become, as it were, shaded with connective 
tissue in which the change has begun, but has not 
gone on. After it has once begun it goes steadily 
on. Of course, it is aggravated by the patient 
continuing to take large quantities of alcohol; its 


progress may be more rapid or slower, but it does 
I not absolutely stop. But there are a great many 
j cases in which there is a distended abdomen and 
' in connection with which there is a perfectly well- 
marked history of chronic alcohol-poisoning, in 
which treatment is of avail. Those are the cases 
which look like cirrhosis, and which if nothing 
I were done and the patient were allowed to continue 
his habits, would certainly become cirrhosis of the 
' liver but which at the time you see them are not so. 
j How are you to distinguish them ? Your advice 
as to treatment when you see such a patient will 
be exactly the same as if you thought he had 
cirrhosis. But how are you to tell whether he has 
actually got it or not ? I should advise you to 
exercise great caution in giving a prognosis in 
such a case, unless you have had the case under 
observation for several weeks. I know no absolute 
^ test which will enable you to distinguish a man on 
* the verge of cirrhosis of the liver as we may say 
| and a man who actually has it. But remember 
that if he has had htematemesis, and it is clear to 
; you from observing him that the haematemesis is 
due to obstruction in his liver and not to any 
other cause, if you are certain of that—and you can 
arrive at certainty by watching the man for a time— 

; that is a proof that the condition he has is true 
cirrhosis. If he has extensive ascites which recurs 
after you have let out the fluid, that is undoubtedly 
a case of cirrhosis. I want to impress upon you 
that if this cirrhosis of the liver is found, whatever 
the patient’s history, that is a proof that the 
patient has suffered from chronic alcohol-poisoning. 
There are symptoms almost indistinguishable, 

I except recurring ascites and recurring haematemesis, 

! and there are other symptoms, such as abdominal 
1 distension, which are very like cirrhosis but which 
1 differ from it, in which patients have taken 
I large quantities of alcohol and in whom the true 
' cirrhotic process has not yet begun. Putting all 
i those facts together shows you what your line of 
I treatment must be. You must absolutely cut off 
| all alcohol. The patient’s friends will sometimes 
| say he will sink if you do that, but it is safe to 
cut off the alcohol altogether. In most cases you 
will find it wise to make the patient stay in bed. 

I It is rather easier in a private house for the patient s 
j friends to isolate him from alcohol if he is confined 
! to one room. Rest is undoubtedly good for him, 
j and you will find what diet he can best digest. 

I You will find that these people’s digestion is often 
extremely weak. In addition, you should purge 
him, so as to relieve as far as possible the hepatic 
obstruction. That will be your correct line of treat¬ 
ment, whether you are absolutely certain cirrhosis 
has begun or not. Always regard alcoholic cirrhosis 
as a definite proof of chronic alcohol-poisoning just 
as paralysis of the extensors of both forearms is of 
chronic lead-poisoning. 

December 24th, 1906. 
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A CLINICAL LECTURE 

ON 

CANCER OF THE BREAST. 

Delivered at Westminster Hospital. 

By CHARLES STONHAM, C.M.G., F.R.C.S., 
Senior Surgeon to the Hospital. 

Gentlemen,— If there is one subject more than 
another which it is important for practising sur¬ 
geons and general practitioners to thoroughly 
grasp it is cancer of the breast. It is the general 
reproach of the public at the present time against 
surgeons that we cannot cure cancer. There are two 
great reasons for this, leaving out of consideration 
for the time being the fact that we do not know 
what cancer really is. It is absolutely essential, if 
we are going to attempt to eradicate cancer with 
any probability of success, that the disease must 
be diagnosed early, and it behoves all of us to be 
alive to the diagnostic features. The other essen¬ 
tial is that the public must recognise the grave 
importance of any lumps, sores, and like abnormal 
conditions that may occur about them. It is only 
too common, in one’s experience of cancer of the 
breast, to find that women, for some reason or 
other—and the reasons differ according to the 
individual—conceal the matter until the disease 
has obtained such a hold upon them that no 
surgeon can afford them very much relief; they 
have let the time pass when operation might have 
done so much. One of the patients before you 
admits that she has had the growth for three years. 
She says her reason for not coming for radical 
treatment before was other people’s worries and 
financial disability. Now, gentlemen, such excuses 
will not do. Financial disability is amply met by 
the London hospitals, and I can only congratulate 
this woman on the fact that she has no worries of 
her own, but that she is kind-hearted enough to 
take on other people’s. Let the public come to us 
early enough, and I venture to say that the free use 
of the knife will save many a life, and will prove 
that surgery is not so powerless in the treatment 
of cancer as is generally supposed. 

The two cases of cancer of the breast which I 
show you present physical signs that are perfectly 
characteristic of carcinoma in this region, but at 
the same time there are certain points of contrast 
between them. This woman, who has been 


married twenty-six years, but has never suckled, 
has only noticed the lump in her breast eight 
weeks, which she discovered accidentally while 
washing, as is so frequently the story told us 
in similar cases. Her attention was not attracted 
to the lump by pain. The popular opinion that 
pain is a prominent feature of cancer of the breast 
is far from being correct, like popular opinion on 
so many other subjects. Understand me, I do not 
say that carcinoma is always painless, but I say 
that in the early stages of the disease, before the 
growth has ulcerated or become adherent, and 
before the axilla is full of enlarged glands, the 
pain is very slight. The only discomfort com¬ 
plained of by the patients before you is a certain 
amount of stiffness about the axilla and pectoral 
region. 

The next case presents clinical features of a 
somewhat different character. The patient har 
noticed a lump in her breast for the past three 
years, her attention being attracted to it, not by 
pain, but as she was passing her hand over the 
breast; so in this case, again, the existence of 
the tumour was brought to the patient’s notice 
accidentally. 

Glandular cancer of the breast is characterised 
by proliferation and subsequent atrophy and fatty 
degeneration of the epithelial cells, plus a large 
overgrowth of fibrous-tissue, the consequence being 
that you get a hard tumour the density of which 
depends in a large measure upon the amount of 
fibrous tissue which it contains. In the meshes of 
that fibrous tissue are alveolar spaces filled with 
epithelium in various stages of development, of 
fatty degeneration, and death. Another form of 
carcinoma is that which occasionally develops 
in the ducts. The first pathological event in the 
ducts is the development of pedunculated papillo¬ 
mata. The epithelium covering the papillomata 
tends sooner or later to proliferate, and, penetrating 
the wall of the duct, grows into the connective 
tissue of the breast. This form, the so-called “ duct 
cancer/’ is comparatively rare, and, as cancer 
goes, is of slight malignancy. Complete removal, 
as a rule, rids the patient of the trouble for ever. 
Another form of carcinoma which attacks the 
breast—and this is a very rare form—is epithe¬ 
lioma of the nipple. The form I shall specially talk 
about to-day is the commonest, namely scirrhous 
carcinoma. 
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With regard to the etiology of it, one must start 
by admitting that we do not know what is the 
actual cause. What we really do know as to the 
origin of cancer is, I am sorry to say, very slight 
indeed. You probably know that carcinoma of 
the breast has been attributed by many observers 
to the presence of psorosperms. These bodies 
have been found in Darier’s disease of the nipple, 
and it is well known that Darier’s disease, or as it 
is sometimes called, chronic eczema of the nipple, 
or Paget’s disease, is very often a precursor of 
cancer. In fact, it is so often the precursor that 
whenever a woman presents herself with well- 
marked Darier’s disease the prudent surgeon will 
always remove her breast. At the same time, 
many other observers have stated that these so- 
called psorosperms are not such, but that they are 
due to irregular development in the cells which 
give the appearance of protozoa. Many attempts 
have been made, as you are aware, to isolate the 
parasite of cancer, on the assumption that it\ is a 
parasite, but those attempts up to now have proved 
absolutely futile. My own belief, judging from 
analogy, is very firm that cancer is a distinctly 
parasitic disease. I cannot understand, if it is not 
a parasitic disease, how it is that patients die with 
carcinoma in vitally unimportant structures of the 
body. Given a carcinoma of the liver, I can 
understand why a man should die from inter¬ 
ference with the function of the liver by the 
growth: equally I can understand that carcinoma 
of the lung or of the kidney will kill. But I can¬ 
not understand why carcinoma, say, of the finger, 
with involvement of the lymphatic glands in the 
axilla—none of them important structures, none 
essential to life—should kill, except on the 
assumption that there is some process at work by 
which toxins are poured into the blood which kill 
the patient as surely as would strychnine or any 
other poison. It seems to me that analogy points 
strongly to a parasitic origin of cancer, and one 
can only hope that before long this parasite will be 
discovered. But although we do not know the 
proximate cause of cancer, yet we know a certain 
amount with regard to its contributory etiology. 
For instance, with regard to carcinoma of the 
breast we know that the left breast is much more 
commonly affected than the right. Of these two 
patients, one has cancer on the left side and the 
other on the right. But of the hundreds of cases 


of cancer of the breast that I have operated upon 
I have removed a far larger number of left breasts 
than I have of right. 

Another point is that cancer of the- breast is far 
more common between the ages of forty and sixty 
than it is at any other period of life. In respect 
of age, the younger you get carcinoma the worse it 
is, the more rapidly it grows, the more likely it is 
to distribute itself widely throughout the body, and 
the more certain it is to kill. Therefore such 
cases are less hopeful as regards operation. The 
youngest case I have seen of carcinoma of the 
breast was in a young woman of twenty-eight; she 
was operated upon, but in three months she was 
dead, with secondary growths all over the body. 
Very much is said about the hereditariness of 
cancer. Now, gentlemen, when you talk about 
heredity, it is well to understand exactly what you 
mean. Cancer is not hereditary in the true sense. 
The public have got a widespread belief that it is. 
It is not. It is no more hereditary than is tubercle, 
for instance. The tendency to it is hereditary, if 
you like, but a hereditary tendency to a disease is 
a totally different thing to hereditary transmission 
of the disease itself. The hereditary feature in 
cancer, to my mind, merely means this, that 
certain people are born with epithelial structures 
in such a condition that they are very vulnerable 
to this exciting agent—whatever it may be—which 
causes cancer. 

Another point is with regard to irritation of the 
breasts. Cancer of the breast is undoubtedly 
more common in married than in single women. 
It is more common in those who have had trouble 
with their breasts from suckling and in those who 
have had attacks of chronic interstitial mastitis, 
which is by no means an infrequent precursor of 
cancer. The localised inflammatory condition 
probably diminishes the resisting power of the 
epithelium to the parasite or whatever the cause 
may be, so that when it is attacked cancer super¬ 
venes on account of this diminished resistance. 

You will often have patients telling you that 
they attribute the growth of the tumour to some 
direct local injury. I think that the evidence in 
support of this statement is very small. I wonder 
how many women there are at the age of forty, or 
even twenty, who have not had, not one, but pro¬ 
bably several knocks upon the breast. If cancer 
develops in a breast which they remember to have 
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been injured they say the injury was the cause of 
it. You ask a woman if she can account for the 
growth. She will probably say, “ I think it must 
have been an injury.” You ask, “ Are you conscious 
of any injury ?” “No,” is the reply, “ but I think it 
must have been.” And this is very much the 
evidence upon which the origin of cancer of the 
breast has been attributed to injury. 

Now to return to glandular cancer. You will 
find that some surgeons still persist in talking about 
scirrhous and encephaloid glandular cancers of the 
breast. There is no difference between them vir¬ 
tually, for the structure of the two forms of growth 
is the same: it is only a question of the relative 
proportion of cells to stroma. In the scirrhous 
carcinoma there is a very abundant fibrous stroma, 
with a proportionately less number of epithelial cells. 
In the softer forms, up to the softest, which has been 
described as encephaloid, there is a superabundance 
of cells and a diminished amount of fibrous stroma, 
and that is all the difference so far as structure goes. 
At the same time, although it is the only structural 
difference, it is, from the clinical standpoint, a 
difference of considerable importance. The acti¬ 
vity of the cells of the cancer is an evidence of its 
malignancy ; the softer the growth the more actively 
these cells can divide, the more rapidly they can 
spread into the lymphatics and into the general 
blood-stream, and the more rapidly will the tumour 
increase in size, reproduce itself, and bring about 
death. 

There is a form of scirrhous carcinoma, of which 
this second patient presents an example, in which 
the development of fibrous tissue is very marked 
indeed, and the cells germinate very, very slowly. 
You then get a semi-atrophic condition in which 
the cancer tends to shrivel up more and more and 
the breast to shrivel. It is called atrophic scirrhus 
and usually occurs in women who are somewhat 
advanced in life. This patient is sixty-three years 
of age. 

Whatever be the cause of carcinoma, it excites 
proliferation of the epithelium cells of the breast, 
and these perforate the walls of the acini and 
spread into the surrounding tissue. They spread, 
not only by direct continuity, but also by the 
lymphatics* the lymphatic paths themselves be¬ 
come cancerous, the cancerous cells are caught up 
in the nearest lymphatic glands, thence they are 
passed on to the next lymphatics, and finally 


enter the blood-stream and are carried to distant 
organs. 

The growth itself usually remains more or less 
localised* but With an ill-defined outline ; some¬ 
times you will find that little nodules of growth 
begin to occur in the skin over the breast, and 
perhaps extend widely over the chest. The sus¬ 
pensory ligaments of the breast—that is, those 
bands of fibrous tissue which attach the breast to 
the skin—become invaded by the growth, and 
hence the skin becomes dimpled and later on infil¬ 
trated by and forms part of the growth. You see 
this very well in the cases before you. Subsequently, 
as the cancer still continues to grow, its superficial 
parts break down and a definite cancerous ulcer 
forms. This second patient is on the verge of de¬ 
veloping such an ulcer. The scirrhous ulcer is 
usually crateriform, sharply demarcated, witfi very 
little discharge from the surface and practically no 
pain so long as it is kept clean. On the other hand, 
should ulceration occur in the softer, more rapidly 
growing, form of carcinoma of the breast, the 
character of the ulcer will be totally different. 
Relieved from restraint, the cancer will begin to 
grow with enormous rapidity, and instead of its 
situation being marked by a crateriform ulcer, the 
growth is exuberant and forms a large sloughy 
mass, which readily bleeds and becomes sloughy. 

In some cases of carcinoma, especially in women 
of from thirty-five to forty years of age, the cells 
undergo colloid degeneration. If the colloid change 
affected the whole of the growth there would be 
an end of it as a cancer, for it would be all 
colloid material, which is harmless. But it never 
does invade the whole cancer, which continues 
to grow, though more slowly. Colloid cancer is 
rarely diagnosed until the breast is examined 
after removal. A man may say “ I think this 
case is colloid,” and he may be right, but I do 
not think any surgeon can say definitely that a 
cancer has gone on to the colloid change. 

From the clinical standpoint it is very important 
that you should be able to recognise the macro¬ 
scopic characters of cancer of the breast, and for 
the reason that there are certain tumours of the 
breast which simulate cancer, and which you 
cannot be certain about until you have cut into 
them on the operating table, and if you do not 
know what cancer looks like on section of the 
growth you may leave a breast which is cancerous 
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or remove one which might safely be preserved. 
The characters of cancer of the breast are 
easily recognisable, and when I operate on these 
two cases on Wednesday I will cut them in half 
and show them to you. In the first place, the 
growth is more or less localised, but you will see 
radiating from it bands of fibrous tissue, along 
which the cancer is spreading, as can be demon¬ 
strated by microscopical examination. There is 
no capsule. An innocent tumour of the breast 
always has a capsule. Again, as you cut into the 
growth it is found to be extremely dense, and 
conveys a creaking sensation as if you were cutting 
through leather. The cut surface cups slightly 
owing to the contraction of the fibrous tissue and 
the deeper lying structures— e. g. the pectoral— 
are puckered up beneath the tumour. The cut 
surface looks like an unripe pear. It is of a 
greyish colour, but is streaked and flecked with 
dots and stripes of yellow, which indicate areas 
of fatty degeneration of the proliferating epi¬ 
thelial cells. 

Now, with regard to the clinical signs. The 
signs of cancer of the breast are usually very 
obvious. The patient notices, either accidentally 
or because there has been pain, that there is a 
lump in the breast, a lump which at first is more 
or less strictly circumscribed, but not so much so 
as adenoma. At first it is freely movable on the 
subjacent structures, and may remain so for a long 
time ; the skin is also movable over it, but sooner 
or later, owing to the involvement of the suspen¬ 
sory ligaments, the skin becomes puckered and 
adherent, as you see in the second case before 
you. Later on, if the case be neglected the skin 
gradually becomes invaded by the growth, and 
ultimately breaks down and an ulcer forms. 
Within a few weeks or months of the appearance 
of the carcinoma there are usually distinct signs 
of involvement of the axillary glands. This case 
is a very slow-growing one; I can feel glands 
quite distinctly in the axilla, but I do not feel 
them in the neck. Bear in mind, however, that 
the mere fact that you cannot feel glands in the 
axilla does not show that they are not enlarged. 
It wants an expert finger to detect them, and the 
mere fact that you do not feel them enlarged 
should never be allowed to interfere with the 
course of your operation. Many a time a man 
has opened up an axilla and found a number of 


glands, the presence of which he little dreamed 
of, so far as his tactile sensation went. Sooner 
or later, more especially- if the growth is situated 
in the deeper parts of the breast, the lymphatics 
! in the pectoral fascia become involved, and the 
! breast becomes adherent to the muscles, , and may 
implicate the chest wall. To ascertain if the 
pectorals are involved put the patient’s arm well 
up, and see if you can move the breast in all 
directions; if the muscles are involved you will 
be able to move the breast transversely, but not 
up and down. This case exemplifies the point 
well, and proves the necessity of removing at 
least some, if not all, the pectoral muscle. 

With regard to another sign of carcinoma of 
the breast, patients will occasionally tell you that 
there is a certain amount of dampness of the 
nipple, sometimes even a distinct discharge, which 
may be bloody. But a bloody, or in fact any, dis¬ 
charge of the nipple in ordinary scirrhus of the 
breast is very uncommon. It is far more common 
in villous cancer, and the presence of such a dis¬ 
charge is very suggestive of that disease. Neither 
of these women has had any discharge. As time 
goes on and as the cancer tends to spread, you 
must look out for secondary deposits, and always 
before you operate you must examine for such 
deposits in the internal organs. If one organ 
becomes the seat of cancer, the implication of 
others is probable. Very often the cancer spreads 
to the bones, and the upper end of the sternum is 
not infrequently affected. We had a case in last 
year of a woman from whom I had removed a breast, 
but she returned with a recurrence at the junction 
of the manubrium and sternum. I need hardly 
point out that supposing there be evidence 
of secondary involvement of internal organs, or of 
the bones, any operation is utterly unjustifiable, 
except if the cancer be in an active state of slough¬ 
ing, and an operation is done rather to relieve the 
patient of a nasty, sloughing, loathsome mass in the 
breast than with any idea of cure. There is at 
present no question of cure when the disease has 
got to that extent. Sooner or later the patient falls 
into a grave condition of ill-health, the so called 
cancerous cachexia. Some surgeons lay great 
stress on the occurrence of cancerous cachexia as 
indicative of a somewhat speedy termination of the 
illness; some even go so far as to think that if the 
cachexia is well marked operation is unjustifiable. 
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Personally I jdo not take so much notice of cachexia. 
I have seen patients looking quite cachectic who 
have had an absolutely localised cancer, and l do 
not think cachexia should be estimated too highly 
in forming the prognosis in these cases. 

Next as to the diagnosis. The differential dia¬ 
gnosis of cancer is generally very easy. I take it 
that none of you gentlemen here who have seen 
these cases could ever make a mistake if you saw 
another like them. These two are very typical 
cases. At the same time there are atypical cases, 
and there are conditions which simulate cancer 
and which cancer simulates. The first, I would 
mention, is adenoma. The differential diagnosis 
between adenoma and cancer is generally very 
simple. Carcinoma attacks women over forty and 
adenoma unmarried women under thirty. Car¬ 
cinoma is extremely hard and tends to become 
fixed ; it involves the glands, and it involves the 
skin which puckers over it. Adenoma does none 
of these things : it is a perfectly localised encapsuled 
tumour ; it seems almost to float in the breast; it 
does not affect the skin or the general health, it 
does not become adherent to the deeper parts, and 
it does not cause the glands to enlarge. 

Again, another condition which is likely to be 
confounded with cancer is chronic interstitial 
mastitis. In these cases you will find the women 
are usually young and unmarried; the whole breast 
is more or less indurated and thickened, though 
perhaps this thickening and induration are more 
marked at one point, and at that point there may 
be a very definite tumour, due partly to the 
chronically inflamed tissue and partly to the pre¬ 
sence of a cyst. As a rule, there is considerable 
pain, pain of a neuralgic character, shooting down 
the arm and very likely worse during the men¬ 
strual period. Another condition is deep-seated 
cyst or chronic abscess, especially the latter. 
Chronic abscess has a very thick wall, is very 
hard, is not clearly outlined, and the glands in 
the axilla may be enlarged. 

Supposing that you are in doubt: you have 
taken into account all these things, and yet are 
unable to give an absolute diagnosis; what should 
you do ? There is then one golden rule, and that 
is, always cut into the lump and have a good look 
at it; and that is why I tell you to m^ke your¬ 
selves familiar with the appearances of carcinoma. 
Further, do not be content with merely making an 


incision into the supposed tumour, but make an 
incision right through it. I remember a case in 
point, about which there was a disagreement as to 
whether the condition was a chronic abscess or 
carcinoma. The surgeon who had it in charge 
cut just into it, examined the surfaces, and said 
it was carcinoma, and, accordingly, amputated 
the breast. One eighth of an inch farther than 
the incision went there was found to be pus ; it 
was a case of chronic abscess. I have amputated 
some four hundred breasts for carcinoma, and on 
one occasion I removed a breast, as I supposed, 
for carcinoma, but on examining the specimen 
afterwards I found I had amputated for a dense 
walled cyst, with thick, fibrous tissue round it. 
A man has only to be cock-sure of his diagnosis 
and some day he will make a similar mistake. 

Next, with regard to treatment. The treatment 
of cancer of the breast is immediate and free 
removal of the infected area. It is no good 
playing with these cases ; it is no good to simply 
remove the breast; it is criminal only to remove 
the tumour. What you should do is to remove 
the whole breast with a very wide margin of skin, 
to remove the whole of the pectoral fascia, dis¬ 
secting it off the pectoral muscle, and remove the 
muscle if it be invaded. If the enlargement of the 
glands has extended to those above the clavicle, 
you must take these out as well. Whether you 
are driven to divide the clavicle to dissect out the 
clavicular glands, or whether you can get them out 
without such operation, is a matter which must 
depend on circumstances. I am certain that the 
latter operations for carcinoma have shown very 
material improvements as far as the patient’s life 
goes over the old one. I can remember the time 
when the operation for cancer of the breast was to 
make a couple of elliptical incisions and simply 
dissect the breast off the pectoral. Nowadays what 
does the operation mean ? It means an operation 
of large extent which will occupy one and a half to 
two hours in its performance; but at the same 
time, the benefit which the patient derives from 
such complete removal is very great. Supposing 
that on peeling up the pectoral fascia you find a, 
nodule of carcinoma between the fibres of the 
muscle, cut the muscle out. If you find that the 
fibres of the pectoralis minor are involved, cut that 
muscle out too. Of course the shock from such 
an operation is considerable, because there is such 
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a large area of tissue involved. But after all said 
and done, in these days of surgery the prudent 
surgeon is not afraid of shock ; he can ward against 
it before operation, and during operation, and he 
can combat it when it occurs. Some surgeons 
have even suggested that one should go even 
farther than I have stated. It has been suggested 
that in the near future we may be called upon to 
clean out the mediastinal lymphatic glands at the 
same time that we remove the glands from the 
axilla and the supra-clavicular glands. I cannot 
myself believe that that day will ever come. By the 
time that carcinoma of the breast has reached the 
stage of involving the mediastinal lymphatic glands 
the patient is doomed. I cannot believe that if 
those glands are involved it will be the least use to 
touch them. I believe that in such a case the 
carcinoma has such a hold on the patient that it is 
already present in the liver and the lungs, although 
its presence cannot be detected, and if the carci¬ 
noma has not attacked the mediastinal lymphatic 
glands why remove them? You might with equal 
reason amputate the feet. 

There are certain conditions under which it 
becomes a question of grave doubt whether we 
are justified in operating for cancer of the breast 
at all. And first I would mention the age of the 
patient. I know no age on the downward grade 
which prevents amputation of the breast. I have 
amputated the breast of a woman aged eighty-nine 
with complete success, and the wound healed up 
well. But when you come to quite young women 
with cancer of the breast, especially when the 
tumour is growing rapidly, and when it is soft 
and shows a tendency to rapid spread, I very 
much doubt if amputation of the breast can do 
any good. I have seen it done in only a few young 
women, and with every one I have been dis¬ 
heartened. I think your duty is to tell the patient 
the actual truth, pointing out that in a young 
person the carcinoma usually runs a very rapid 
course, but that you are willing to do the opera¬ 
tion if she desires it. But I do not think you are 
justified in urging an operation on a young woman 
who has a rapidly growing, softish carcinoma. 
That is my experience. 

Then there is another question: How far is a 
cancer to be allowed to go before you can operate ? 
That is to say, how far can it go ? My opinion is 
that if you have distinct evidence of involvement 


of the chest wall, do not touch the case. You 
may cut down on the chest wall but you cannot 
cut it away; you will certainly leave foci of the 
disease in that wall which must inevitably spread 
to the mediastinum. If you have evidence of 
great enlargement of the lymphatic glands of the 
axilla, with considerable oedema of the arm, and you 
have evidence of extensive invasion of the lymph¬ 
atic glands in the neck, how far are you justified 
in operating ? Well, gentlemen, the answer to 
that must depend on a variety of circumstances. 
It must depend, first of all, upon the class of 
patient you have to deal with. If you have to 
deal with a fat, unhealthy person, possibly with 
some renal mischief, I think the probability is that 
the operation itself may prove fatal and therefore 
it is unjustifiable, and even if it is not immediately 
fatal I think such a case will not gain any material 
prolongation of life. On the other hand, if you 
have an oldish woman, thin, more or less withered 
up, but healthy in other respects, I think you are 
justified in doing the operation. It is extra¬ 
ordinary what these thin women stand. 

Another question which arises is this : Are you 
justified in operating upon a cancer of the breast 
in which the other breast has become involved 
and where there are glands involved on the 
opposite side, as occasionally does happen ? If 
other circumstances are favourable, certainly you 
are at liberty to remove both breasts and clean 
out both axillae. But of course one must not 
apply this in all cases. Again, you take an 
unhealthy person, very fat, with disease advanced 
on both sides; I say no, do not operate. 

To sum up the whole question, I would say 
that the operative treatment of cancer of the 
breast should be viewed in the same manner as 
that of cancer anywhere else, and it is governed by 
this great rule: If you can remove the whole of the 
disease, so far as you know it, remove it; if you 
cannot, let it alone. There is only one exception, 
and that is where one does a palliative operation 
to give relief—such, for example, as in ulcerating 
scirrhus of the breast, or, again, in cancer of the 
tongue with extensive involvement of the floor of 
the mouth, in which you know that no operation 
can remove the whole of the disease, and yet 
you know you can make the patients life happier, 
his illness less painful, and make his death easier 
by doing an operation. Under such circumstances 
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you are justified in performing it, provided you 
explain to your patient first of all the reasons for 
which you propose the operation, and let it be 
clearly understood that it is not intended to be 
curative. 

A question which you will be often asked, at 
any rate in private practice, is this : “ You suggest 
removing my breast; what length of life will you 
give me ? And how long shall I live if I leave my 
breast as it is and have no operation ? That is to 
say, if I have my breast removed how much longer 
life will you give me?” I will tell you honestly 
that that is a question I have never yet attempted 
to answer. Here, for instance, is a woman who 
has had her cancer three years. For all that I 
know she may live another three years with it. 
But here is another woman in the next bed who 
lias only had hers eight weeks, and the growth has 
progressed as much in that time as the other case 
has in three years. How can you possibly give 
any definite opinion ? It used to be said when I 
was a student—and bear in mind in those days 
the operation for carcinoma of the breast was a 
comparatively small one and the results were 
nothing like so good—that an unoperated cancer 
would kill in from one year to eighteen months, but 
that if an operation was performed the patient 
might survive one or two years longer. In my 
opinion you can now give the patient a great deal 
longer if the operation be properly done and is 
free enough. I have cases now upon whom I 
operated for cancer of the breast five, eight, 
and ten years ago, and the patients are perfectly 
well. The length of life conferred by operation 
will depend largely on how it is done and 
how thoroughly the removal is effected. Keep 
your cases under the closest supervision, so that at 
the least evidence of recurrence the disease may 
be again attacked. 

December 24/ h, 1906. 


Hochkisen has described the use of injections of 
scopolamin and morphine to produce sleep and 
absence of pain during labour. His conclusion is 
that scopolamin and morphine injected together 
produce, in most women, a state between sleeping 
and waking, in which the patient feels little, if 
any, pain. Scopolamin is a marked poison, and 
the effects of it on different persons are very varied, 
so that the physician cannot count, in any given 
case, on what results he will obtain .—American 
Journ . of Obsiet ., vol. liv, No. 6. 


NOTES ON MENAGGIO, LAGO DI 
COMO, ITALY. 

By E. F. ELIOT, F.R.C.S. 


My reasons for venturing to trespass on your 
valuable space are two : (1) I think a short account 
of the local conditions existing in this district might 
prove interesting and useful; and (2) I do so at the 
instigation of colleagues practising at home who 
have been here, and who have expressed an opinion 
that more should be known of the advantages of 
Menaggio. 

I think everyone will agree that in the treatment 
of both organic and functional ailments (in many 
cases) climate is a most useful and important 
therapeutical factor; and one hardly realises to 
what an extent this is so until one has lived in a 
particular climate, and has practical knowledge of 
what can be done. 

Before expressing an opinion on any particular 
locality it is essential for the writer to have lived 
in that locality, and to have seen and studied the 
various local conditions. It is a difficult question 
both for the physician and the patient to decide,. 
“ Where shall I send such and such a case,” or, 
“ Where shall I go,” and I take it, therefore, that 
any information about a locality must be more or 
less useful. In writing about any place one can 
only describe what is usual and the average, as 
naturally every locality experiences cold and wet 
days, even in the best of climates. 

The district I wish to bring before your notice is 
the central part of Lake Como, in Northern Italy. 
The lake consists of three arms or branches uniting 
in a central basin, Lecco and Como being the 
towns situated at the ends of the two southern 
arms, and Colico at the end of the northern arm. 
The central portion of the lake is the part of the 
lake most frequented by visitors, and on the shores 
are several well-known places, as Menaggio, Cade- 
nabbia, Bellagio, Tremezzo, Lenno, and Varenna. 

Four years ago, when I first came out to this 
locality, I knew nothing about the local conditions 
(except what I had been told about them), and I 
was induced to live on the other side of the lake to 
what I do now; but during the last four years I 
have learnt much, and have been able to study the. 
special advantages of the various places from a. 
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health point of view. The result is, I have altered 
my original opinions considerably, and from what 
experience has* taught me I have no hesitation in 
stating that I consider this side of the lake, and 
this spot in particular, in every way more suitable 
for the proper treatment of invalids, and I consider 
the conditions I subsequently lay down as essentials 
are much better fulfilled in this place. In locating 
patients one very difficult question often arises, 
viz. the placing and treatment of persons suffering 
from acute pulmonary tuberculosis (this specially 
applies to places where there are no sanatoria). 
The question of admitting patients with advanced 
and active pulmonary tubercular disease into hotels 
I shall refer to again. I think the question as to 
whether it is better to send a patient with active 
pulmonary disease to a place where there are 
proper sanatoria (or where special arrangements 
can be made for them), or to a place where no 
arrangements are made (and cannot be made), and 
where the patient has to live in the atmosphere of 
a crowded hotel, should be carefully considered 
when sending any case abroad. I have seen a 
good deal of this class of case, and well know the 
difficulties, but I am convinced from my past 
experience that to deal with the class of case 
referred to above it is essential that if such a case 
is located at a hotel it must be a large hotel, in 
which isolation can be secured, and a hotel with 
large grounds, where the necessary amount of 
fresh air can be secured ; that is, the conditions 
must be, primarily, that the patient is put under 
the best possible conditions, with proper super¬ 
vision, and secondarily, that other people are 
exposed to no risk; also, that treatment and cure 
are the objects of the visit abroad, not pleasure 
and amusement. 

Our present theories must be true or untrue, 
wise or unwise, sound or unsound ; if the former 
it is obvious that, to say the least of it, it is unwise 
to place a possibly infectious phthisical case in a 
Crowded (and particularly if small) hotel with other 
people. It is bad for the patient and risky for the 
sound people. 

That this happens I can speak with confidence, 
for, before I came to live here, I have had several 
cases at one time sent down to me, which, for 
their own good, and in the interests of preventive 
medicine, should have been in sanatoria or a place 
where they could receive special care. 


I am careful in my practice here that all infective 
cases of phthisis are not located in hotels in which 
I practise, unless I can faithfully fulfil the above 
conditions. I make special arrangements for them 
here or direct them to suitable sanatoria. 

When I was in practice at home I often had to 
direct people to various health-resorts^-places I 
had never seen, and knew of only by hearsay, and 
I know now many mistakes were made. Since 
practising abroad I have seen places to which it is 
considered advantageous to send phthisical patients. 
I never had such a shock in my life, and to this 
day I am at a loss to understand what good can 
come to a phthisical patient under the following 
conditions : a hot crowded hotel (no sanatoria in 
the place), exposed to the infection of other diseases 
common to big communities, e.g. influenza, septic 
throats, scarlet fever, with little or no supervision, 
etc. The question to my mind is, Are the advan¬ 
tages of a particular air, etc., so great as to out¬ 
weigh the disadvantages? and, in my opinion, 
in many cases the disadvantages outweigh the 
advantages. 

As I have stated above, there is a difficulty 
(arising from want of local knowledge) in deciding 
where to send a certain case. This constantly 
comes under my notice. For example, a case has 
just passed through my hands—a case of nervous 
breakdown. For six weeks time had been entirely 
wasted, the wrong place had been selected, the 
wrong form of life had been adopted, and, medically, 
no good had been done. The change which took 
place after a short time of proper “ regulation 
was astonishing. I am a great believer in getting 
hold of a case and tackling it; there are so many 
little points requiring regulating which under 
ordinary general directions escape notice. 

The question I have set myself to answer is 
this, “ Is there anything in this place which would 
be as good, or better, for any particular class of 
illness, and what reasons can one give in support 
of any opinion one may have formed ? ” 

The chief requirements for treating most cases 
requiring a sojourn abroad are sunlight, suitable 
atmosphere, fresh air, scenery, good food supply, 
good water supply, good hygienic arrangements, 
absence of crowding, plenty of room for exercise 
and sitting out, good hotels (or good apartments). 

Speaking of Menaggio (which I strongly believe 
is the best all-round spot in this locality), I can 
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promise colleagues at home that all the above 
conditions can be supplied and fulfilled. 

On coming out here I was led to believe that 
Menaggio did not get much sun. There is nothing 
like living in a place to discover its good and bad 
points. The great superiority of this place consists, 
to my mind, on the amount of sun it gets, especially 
the early morning sun. That precious hour, or 
two hours, in the early morning far outweighs the 
loss of a little sunshine in the late afternoon, but 
even in the late afternoon parts of the grounds 
here get the last rays of the sun. I would far 
rather have my patients out in the sun from 7 to 
8 a.m. or 8 to 9 a.m. and in the shade at 4.30 p.m. 
than in the shade in the early morning and having 
the sun till 5 p.m. That early morning sun is a 
daily tonic, and, speaking from experience, a most 
important factor in treatment. 

Fresh air and general airiness constitute the next 
most important condition, and I cannot conceive 
of any position which fulfils this condition better. 
Lund's book on Lake Como describes the Hotel 
Victoria, planted upon an airy promontory near 
the town pier, and says that “ the position is with¬ 
out rival. Removed from the vicinity of rising 
ground, it is fanned by every breath of air that 
moves, while there is not a window from which a 
superb view of lake and mountain is not seen. 
The neighbourhood of Menaggio is second to 
none in the grandeur and variety of its scenery.” 
The hotel is quite isolated, and has grounds all 
round it, and is not built into the town or sur¬ 
rounded by small houses. It has the finest ex¬ 
posure to the lake which I can find, as there is a 
promenade along the lake front which ends in a 
cul-de-sac , and is not the main road (which runs at 
the back through the town), so it is a delightful 
terrace for strolling and for gentle exercise, and it 
is here the morning sun-bath is taken. Being 
away from the town, the air is fresh and pure. 
The grounds are extensive and there is no crowding, 
and whatever the direction of the wind is, there are 
sheltered and secluded spots always to be found. 
The public rooms are large, so that when the 
hotel is full there is plenty of room for everyone. 
One is able to give a patient as much isolation and 
seclusion as may be necessary, and as much 
society and amusement as are required. 

Tremezzo and Lenno are two charming little 
places which are very useful places for some cases. 


Scenery is a great medical agent. It is difficult 
to describe the general effect of the mid-lake 
scenery. It is grand and majestic, it is beautiful 
and pretty, ever varying with the different lights ; 
even on a pouring wet day there is the beauty. 

The dryness of the atmosphere is a subject of 
intense surprise to most people. They naturally 
think that, living on a lake, the atmosphere must 
be damj). My hygromoter seldom registers more 
I than 50 per cent, (generally 30—35 per cent.), 

| and lake mists only exist in imagination. This is a 
subject I wish particularly to emphasise, as in the 
dryness of the atmosphere lies one of the great 
I charms of this place from a health point of view. 

I The climate generally is a very even and equable 
one. December, January, and February (the 
winter season) are very mild months—plenty of 
sunshine, very little wind, and very dry. Snow 
hardly ever falls. The mountains round are snow- 
clad in the winter, and look very beautiful. March, 
April, May, and June (the spring season) are 
lovely months. July and August (the summer 
season) are beautiful, too hot for some people, but 
it is a dry heat, and not nearly so trying as the 
moist heat of some places on the south coast at 
home. During last August the thermometer only 
once went above 30° C. September, October, 
and November (the autumn season) is a perfect 
climate, a succession of beautiful, warm, sunny 
days. The rain usually comes in the early spring, 
and we commonly go for months without a drop 
of rain. 

To shortly sum up my remarks—I recommend 
this place on account of its unique position, its 
great amount of sunshine (especially the morning 
sun), the dryness of the atmosphere, its airiness 
and openness, its scenery, its hygienic and sanitary 
arrangements. 

Having briefly described what the local con¬ 
ditions offer here, it remains to shortly enumerate 
| the various classes of cases which I have found to 
derive benefit from a stay here. 

| In regard to diseases of the nervous system, I at 
once classify these into two classes, (a) functional, 
and (If) organic. 

(a) All functional cases do exceedingly well 
here. I have had a number of these— e.g. over¬ 
wrought business men, patients with religious 
! depression, insomnia, etc. I have a masseuse, 
[ and am fitting up an electric installation, with 
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vibratory massage. The rest in lovely scenery, 
and a good climate, coupled with the proper super¬ 
vision, do these cases much good. Everything is 
being done here to provide people with plenty to 
do, in the way of golf, tennis, boating, etc., and it 
is an excellent spot for walks and drives. 

{I?) Organic cases seem to improve, anyway it is 
possible to put these cases under the best possible 
conditions. 

In regard to diseases of the respiratory organs, I 
eliminate tuberculous cases under this heading, 
and deal with them in a separate paragraph. I 
find the sunshine, coupled with the dryness of the 
atmosphere, makes this climate highly beneficial 
to those suffering from bronchial and asthmatical 
troubles, also to those suffering from laryngeal, 
pharyngeal, and nasal catarrh. By graduated exer¬ 
cise on the hillside it is possible to get a decided 
increase in chest expansion. 

In regard to tubercular disease I would specially 
recommend this place for surgical tubercular 
troubles, especially tubercular trouble in joints. 
Lying out all day in good surroundings does a vast 
amount of good. Cases of tubercular glands do 
very well here. Early cases of pulmonary tuber¬ 
culosis do exceedingly well. Since I have been 
out here I have seen a good deal of these cases. 
For the active and strong (with good resistance 
power) and for those who are able to take part in 
sports, etc., the higher altitudes are undoubtedly 
good, but for the weakly and those weak in resist¬ 
ance power I am convinced this climate is far 
better for them in every way. 

It is very satisfactory to see weight improving, 
the chest expansion improving, the quality of the 
blood improving, and the whole general condition 
and tone altering, with a clearing up of physical 
signs. The great trouble is in the cases of ad¬ 
vanced troubles. I have referred to this class 
earlier in my remarks. Of course it is right these 
cases should have the advantages to be derived 
from this climate, but they should be dealt with 
specially. They should be away from the rush and 
bustle of a big hotel, where sport and amusement 
are the order of the day. These case? come out 
for cure, not for (primarily) pleasure. I am able to 
arrange for any such case, with, I trust, the best 
advantage to the patient and the least possible 
risk to anyone else. 

In regard to general diseases I can only shortly 


enumerate the various conditions which I have 
seen out here, and which I have found do very 
well, viz., anaemic and chlorotic cases, diabetes, 
chronic Bright’s disease, valvular heart disease, 
dyspepsia, hepatic congestion. I find the light and 
air, coupled with a supervision regulating food and 
diets, exercise, etc., most beneficial. 

In regard to the aged and weak I have seen a 
large number of old people out here. I regard 
this as a most useful climate for the aged and 
infirm. They seem to 44 tone up ” and improve in 
general health and spirits. It is a climate inter¬ 
mediate between the high altitude of the Alps (that 
altitude being generally too high and the climate 
too severe and trying) and the Riviera (that climate 
at times being too enervating). 

In regard to osteo arthritis this climate is good 
for sufferers from this affection. 

In regard to surgical cases, wounds do exceed¬ 
ingly well here. It has fallen to my lot to perform 
divers operations here, and I have been very 
pleased with the way the wounds have healed and 
convalescence accomplished. 

For rheumatic cases the dryness of the air 
renders this place very suitable. 

I In conclusion, I would add that the sanitary 
I arrangements at the various hotels are of the best, 
and great care and attention is given to these 
matters. The water and milk supply are excellent. 
Lund describes the climate as 44 for the most part 
dry, fresh, and delicious, accompanied with long 
periods of uninterrupted sunshine,” a statement 
which from experience I can endorse. 

I am afraid I have dealt with this subject in a 
very inadequate manner. I have simply tried to 
set forth my experience of four years’ residence in 
this district, pointing out the advantages which 
can be offered and the classes of cases most likely 
to derive benefit from a stay out here. I would 
add that many improvements will be carried out 
here especially for the comfort of people staying 
out here for the winter months. There are nume- 
I rous delightful places on the lake, but this is 
| undoubtedly the best situation for those people 
| coming to the lake from a health point of view. 


We have received for review from Mr. Edward 
Arnold, London, a copy of 4 The Chemical Investi¬ 
gation of Gastric and Intestinal Diseases by the 
Aid of Test Meals,’ by Vaughan Harley, M.D., 
and F. W. Goodbody, M.D. 
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CYSTITIS.* 


By P. J. FREYER, M.A., M.D., M.Ch., 

Lieut.-Colonel I.M.S. (Ret.); Surgeon to King Edward 
VII’s Hospital and to St. Peter’s Hospital. 


Cystitis or inflammation of the bladder is the 
most common affection of that organ. Indeed, 
there are few other diseases of the bladder, or 
affections of the prostate and urethra, that run their 
course without cystitis occurring as a complication 
at some period in their history. This disease is 
rare in childhood, but common in adult life and 
advanced age, owing to the fact that the con¬ 
tributory causes of the disease are mainly confined 
to these latter periods. 

It is now universally recognised that cystitis is in 
all cases due to the growth of pathogenic germs in 
the' bladder, which induce purulent inflammation 
of its tissues. But though the micro-organisms are 
invariably the immediate cause of cystitis they are 
helpless as noxious agents except under certain 
conditions favourable to their growth—viz. trau¬ 
matism, congestion, or retention of urine. Any 
condition that leads to retention of urine, such as 
enlargement of the prostate, is peculiarly favourable 
to the production of cystitis, for stagnant urine at 
the temperature of the body containing epithelium 
thrown off from the bladder-wall forms an ideal 
nidus for the growth of bacteria that gain entrance 
from without. 

Cystitis as an idiopathic disease is of rare 
occurrence; it almost invariably supervenes on 
one or other of the following predisposing causes : 

(1) Chronic enlargement of the prostate. This 
is the most frequent cause of cystitis. It is, indeed, 
rare for a case of enlargement of the prostate to 
run its course without being complicated by an 
attack of cystitis, and in most instances cystitis 
becomes a chronic accompaniment of this malady. 
The employment of the catheter offers a ready 

* A lecture delivered at the Medical Graduates’ College 
and Polyclinic. 
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means of microbic invasion, and the retained urine 
and congestion of the mucous membrane of the 
bladder, particularly that portion covering the out¬ 
growth of the prostate, constitute favourable con¬ 
ditions for bacterial growth. Cases of cystitis in 
connection with this disease are, however, not 
infrequently met with before any instrument has 
been employed, due to microbic invasion by some 
other route. 

(2) Stricture of the urethra is a common cause 
of cystitis. The dilated and congested urethra 
immediately behind a tight stricture favours the 
growth of bacteria, which sooner or later migrate 
into an over-distended and congested bladder, 
which, as in the case of prostatic hypertrophy, is 
prone to microbic development, resulting in septic 
infection. The repeated passage of instruments 
for its dilatation favours the introduction of bacteria 
from without, unless the most scrupulous antiseptic 
precautions are adopted. 

(3) Vesical calculus is almost invariably at¬ 
tended by cystitis at some period in its history, the 
congestion or injury to the bladder-wall caused 
thereby favouring bacterial infection. Formerly, 
in the days of removal of stone by repeated crush- 
ings, cystitis was an extremely common occurrence, 
due to the sharp fragments left behind, so much so 
that the late Sir Henry Thompson regarded this as 
a separate form of the disease ; but it should rarely 
attend the modern operation of litholapaxy when 
properly performed, the dibris being completely 
evacuated. 

(4) A foreign body in the bladder favours the 
development of cystitis in the same way that a 
stone does. 

(5) Injudicious sounding, or cystoscopic explora¬ 
tion for stone, foreign body, or vesical growth, 
either through sepsis or actual injury to the bladder- 
wall. 

(6) Tumours of the bladder are frequently com¬ 
plicated by cystitis, owing to the congestion of the 
mucous membrane, retention of urine, and presence 
of blood attendant thereon—conditions that favour 
the development of pyogenic bacteria. 

(7) Tuberculosis of the bladder. The tubercle 
bacillus itself is capable of producing a low form of 
cystitis, but it is only when a mixed infection occurs, 
through the introduction of instruments or other¬ 
wise, that the symptoms become extremely dis¬ 
tressing. 


(8) Gonorrhoea. Cystitis is not an infrequent 
sequela of this disease; it generally sets in about 
the third week, and is due to pyogenic bacteria 
passing into the bladder through the sphincter 
urethrae, or by extension in the mucous or sub¬ 
mucous tissues. Whether the gonococcus itself 
can cause cystitis is still a moot point. 

(9) The injection of strong and irritant fluids 
into the bladder. 

(10) Exposure to cold and wet. The cystitis 
due to this cause is usually of a mild character. 
It generally occurs in a bladder susceptible to 
microbic invasion owing to congestion or retained 
urine. 

(11) Paralysis of the bladder, partial or complete, 
due to cerebral or spinal injury or disease. The 
resulting stagnant urine and trophic changes in the 
mucous membrane favour the growth of micro¬ 
organisms. In cases of this nature bacteria that 
possess the power of decomposing urea, setting 
free carbonate of ammonia, an intensely irritant 
substance, have a tendency to flourish. 

(12) Locomotor ataxy, in which cystitis is 
frequently an early and distressing complication. 

(13) Infection from adjacent organs, as— 

(a) Prostatic abscess, bursting into the bladder. 

(b) Pus, descending from the kidneys or ureters. 

(c) Vesico intestinal fistula. The cystitis due to 
this cause is of the most distressing character as 
a rule. 

(d) Uterine abscess communicating with the 
bladder. 

(14) Traumatic causes, such as gun-shot injuries, 
pressure of pessaries on the bladder, or of the 
foetal head in parturition. (Cystitis is a common 

] disease in women as the result of uterine com- 
| plaints, whether from mechanical pressure or from 
j septic invasion through the urethra from vaginal 
I discharges.) 

I (15) The Bilharzia hamatobia,, invading the 
bladder, produces congestion of the mucous 
membrane, and eventually cystitis from microbic 
invasion supervenes. 

(16) Certain constitutional diseases, such as 
gout and rheumatism. 

(17) Acute infectious diseases, such as enteric 
fever, scarlet fever, diphtheria, and influenza, are 
frequently complicated with cystitis, owing to the 
poorly nourished mucous membrane of the bladder 
being deprived of its resistance to bacterial invasion. 
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But whether the micro-organism of the particular 
disease is capable of producing septic cystitis is still 
a moot point. 

(18) The ingestion of certain irritant poisons, 
such as cantharides, the* balsams, turpentine, and 
corrosive sublimate. 

Quite a variety of micro-organisms are found in 
association with cystitis, the most frequently met 
with being the Bacillus coli , Streptococcus pyogenes , 
Staphylococcus pyogenes , and the Urobacillus lique- 
faciens septicus or proteus of Hauser, all of which 
are pyogenic and possess the power of decomposing 
urea and setting free carbonate of ammonia. 

These organisms may invade the bladder by 
four distinct routes—viz. through the urethra, by 
descent from the kidneys with the urine, through 
the blood-vessels directly to the mucous membrane, 
and along the lymphatics from neighbouring organs. 

The pathological changes are briefly as follow. 
Seen through the cystocope in the early stages of 
acute cystitis, the mucous membrane is intensely 
congested and of a bright red colour, most marked, 
as a rule, on the trigone and in the vicinity of the 
neck of the bladder. Scarlet branching lines will 
be distinctly noticed, indicating the distended 
capillaries. Intermingled with these there will be 
minute points of extravasated blood. The cha¬ 
racteristic white, glistening appearance of the 
mucous membrane will have disappeared and 
given place to a ground of a dull greyish hue. 
The mucous lining may be swollen and cedema- 
tous in patches, and flakes of lymph may be adherent 
thereto. Later on there will be superficial ulcera¬ 
tion, and in the severer forms of the disease the 
submucous and muscular tissues will become 
thickened and lose their elasticity, so that the 
cavity of the bladder is contracted. Abscesses may 
form therein and burst into the bladder, or the 
inflammation may extend even to the serous sur¬ 
face and cause adhesions to the adjacent tissues. 

A rare form of cystitis is that known as “ mem¬ 
branous ” or “ diphtheritic,” which is attended by 
violent inflammation of the bladder, followed by 
necrosis of the superficial layers of the mucous 
membrane. These exfoliate, and are occasionally 
discharged as entire casts of the bladder. I have 
seen two such instances, one in a male and the 
other in a female. It struck me as extraordinary 
that such a bulky formation could be passed 
through the male urethra. These false mem¬ 


branes, which are usually of a dark grey colour, 
consist of fibrin, epithelial cells, and triple phos¬ 
phates, intermingled with which are hosts of 
bacteria. 

If the disease passes into the chronic form, the 
mucous and submucous tissues will be thickened 
and sclerosed. Ulcers will form, and will generally 
be covered by layers of phosphates. The mus¬ 
cular bundles eventually become hypertrophied, 
between which the mucous membrane bulges out, 
forming sacculi, thus giving the bladder a trabec¬ 
ular appearance. In some cases the walls remain 
permanently thickened, the cavity of the bladder 
being contracted; in others the thickening disap¬ 
pears by fatty degeneration of the muscles, and the 
walls become thinned, with marked increase in its 
capacity. 

The surface is frequently covered by granula¬ 
tions and villosities, developed to such an extent as 
to resemble small papillomata. Dense, irregular 
masses and shreds of muco-pus adhere to the walls, 
and when seen through the cystoscope wave about 
under the influence of disturbances of the fluid. 
The surface may be covered by this dense muco- 
pus to such an extent that the walls of the bladder 
are not visible. If haemorrhage has taken place 
the bladder-walls and its contents may be of a 
dirty brown colour. 

Cystitis may be of the acute, sub-acute, or 
chronic form. The two first varieties differ only 
in the severity of the symptoms, and the last is 
merely a stage of the others. 

The symptoms of acute cystitis are local and 
constitutional. Increased frequency of micturition 
is usually the earliest symptom. Then there will 
be urgency ; as soon as the desire to empty the 
bladder occurs its immediate accomplishment is 
imperative. There will be pain of two distinct 
kinds—one of a dull, aching character above the 
pubes, with tenderness on pressure in this region, 
and a sensation of weight in the perineal and 
anal regions, most marked before micturition, when 
the bladder is distended with urine; the other of 
a burning or scalding character at the end of mic¬ 
turition, and lasting for a variable period after the 
act. There will be tenesmus, or straining of the 
bladder to get rid of a few drops of urine even 
when the organ has been already emptied. Oozing 
of a few drops of blood at the end of micturition 
and during the straining is not uncommon. Then 
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there will be a febrile condition of the system gene¬ 
rally, possibly attended by chills and rigors, 
anorexia, flatulent distension of the stomach and 
intestines, constipation, and loss of sleep. The 
urine will be cloudy from the presence of mucus at 
first, and, as the case progresses, from pus, and it 
will have a disagreeable odour. 

In the treatment of acute cystitis a threefold 
object should be kept in view—to give rest to the 
bladder and relieve pain, to render the urine bland 
and antiseptic, and to diminish pelvic congestion. 

The patient should remain in bed, lying on 
his back with the knees drawn up to relax the 
abdominal muscles, and the pelvis raised on a 
pillow, so that the intestines may gravitate away 
from the bladder and thus relieve pressure thereon. 
Hot hip-baths should be given two or three times 
daily, and in the intervals hot fomentations should 
be applied to the hypogastrium and perineum. 
Opiates, in the form of hypodermic injections of 
morphia or suppositories of morphia combined 
with belladonna, should be administered in suffi¬ 
ciently large quantities to relieve pain, but sparingly 
should the kidneys be unsound. Demulcent 
drinks—such as barley-water, linseed tea, decoction 
of triticum repens—should be taken freely; and 
when the urine is very acid, as it usually is in acute 
cystitis, to these should be added alkalies, such as 
bicarbonate of soda, citrate of potash, or liquor 
potassae, in sufficiently large quantities to render 
the urine neutral or faintly acid. Full doses of 
tincture of hyoscyamus added to these will have a 
soothing effect on the bladder and help to relieve 
the tenesmus. Urinary antiseptics—such as boric 
acid (io gr.), salol (5 gr.), or urotropin (5-10 gr.)— 
are given three times daily when the urine is foul. 
The bowels should be kept open by laxatives and 
a milk diet enjoined, stimulants on no account 
being allowed. 

When tenesmus is excessive relief may be given 
by passing the bulb of a Guyon’s syringe just 
beyond the compressor urethrae muscle and slowly 
injecting 15 to 20 drops of a 4 per cent, solution 
of cocaine into the posterior urethra, whence it 
trickles into the bladder. 

Under this treatment an ordinary attack of acute 
cystitis, unattended by, and independent of, urinary 
obstruction, disappears in the course of ten or 
fifteen days. But occasionally it subsides into a 
chronic cystitis, in which the pain, urgency, tenes¬ 


mus, and constitutional symptoms disappear or are 
much less pronounced, but the urine remains thick 
and offensive, containing pus and mucus, and the 
frequency of micturition continues owing to the 
sensitive lining membrane resenting distension of 
the bladder by the accumulating urine. 

At this stage of the disease, but not before, local 
applications are valuable, the most efficient being 
the injection of a weak solution of nitrate of silver 
in the manner that will presently be described. 

When, however, urinary obstruction exists, due 
to stricture, enlarged prostate, vesical growth, or 
calculus, the acute cystitis will almost invariably 
terminate in the chronic form of the disease. And 
though this may be relieved temporarily or held in 
check by the measures to be presently described, 
the tendency to its recurrence, with occasional out¬ 
bursts of acute or sub-acute cystitis, will remain 
till the cause of the obstruction has been removed. 

The most characteristic feature of this form of 
cystitis is the presence in the urine of a thick, 
tenacious, ropy muco-pus. The disease is com¬ 
monly known as “catarrh of the bladder.” If the 
contents of a vessel in which urine of this kind has 
stood for some time be poured out, the muco-pus 
will be found to have subsided and to have formed 
a thick, gelatinous mass adherent to the bottom, 
remaining behind when the supernatant urine flows 
off. The urine will be ammoniacal, extremely 
offensive, will swarm with bacteria, and contain 
large quantities of the triple phosphates. 

As already indicated, nothing will effect a per¬ 
manent cure of this form of cystitis till the cause 
of the obstruction is removed. If stricture be 
present, it must be dilated or cut; if stone, it must 
be removed by litholapaxy or lithotomy; if due to 
enlarged prostate, the organ must be enucleated; if 
a vesical growth be present, this must be excised if 
possible. The cystitis will then, in the majority of 
cases, automatically disappear, the bladder con¬ 
ditions being no longer favourable to bacterial de¬ 
velopment. But should it not do so the employ¬ 
ment of local and general remedial measures 
hereafter described will rapidly effect a cure ; and 
in all cases their application will hasten the disap¬ 
pearance of the cystitic symptoms. 

But there may be conditions and complications 
present which contra-indicate operation, or render 
it unusually hazardous; and even where such do 
not exist patients will frequently not submit to 


Digitized by 


Google 



The Clinical Journal. ] 


MR. FREYER. 


[Jan. 2,1907. 181 


operation till driven to it by intense suffering or 
immediate danger to life. Fortunately, we can by 
local and general treatment, even in such cases, do 
much to subdue the disease and render life bear¬ 
able. 

Let us now consider the treatment of chronic 
cystitis in general. The first point to attend to is 
that the bladder be emptied of its contents at 
regular intervals. Should this not be accomplished 
naturally owing to obstruction, or paralysis of the 
bladder, a catheter must be introduced once, 
twice, or more frequently daily, according to the 
necessities of the case. Metal instruments should 
not be employed for this purpose, as they cause 
irritation. A rubber catheter, or a cylindrical 
coud^e or bicoudde one should be used—which¬ 
ever passes most readily. The complete evacua¬ 
tion of the bladder is essential, because the 
urea of stagnant urine is readily decomposed by 
pyogenic microbes into carbonate of ammonia, an 
irritant substance, which intensifies the already 
unhealthy conditions of the bladder. 

The next thing is to irrigate the bladder twice 
daily in order to get rid of the mucus, pus, and 
other putrefactive elements that remain behind, free 
in the bladder or adherent to its mucous lining. 
The methods of doing this and the remedial agents 
employed are of vital importance, lest the irriga¬ 
tions, instead of accomplishing the object for which 
they are used, aggravate the diseased condition. 

The most useful fluid for washing out the 
bladder is, perhaps, one consisting of a saturated 
solution of boric acid to which is added an equal 
quantity of hot sterilised water to bring the whole 
up to the temperature of the body. The antiseptic 
properties of this solution are not very marked, but 
it is bland and soothing and has a more or less 
stimulating and healing influence on the diseased 
mucous membrane. 

This solution is introduced through the catheter 
by means of an irrigating apparatus, a metal 
syringe, or an indiarubber bottle fitted with a 
nozzle and stopcock. The fluid should be intro¬ 
duced slowly, not with force, and the quantity 
thrown in will vary with the capacity and tolerance 
of the bladder. In some cases several ounces will 
be tolerated, in others not more than an ounce or 
two. The quantity thrown in is regulated by the 
sensations of the patient. We should always stop 
short of causing painful distension of the bladder. 


The fluid is then allowed to flow out, and in cases 
of paralysis or atony of the bladder its exit should 
be facilitated by gentle pressure of the hand on the 
hypogastrium. This process should be repeated 
again and again till the return fluid remains un¬ 
altered. 

In cases of enlarged prostate or stricture of long 
standing the bladder will frequently be sacculated. 
Pouches are formed which act as receptacles for 
decomposing discharges. Washings, frequently 
repeated, may be required in such cases before 
the bladder and outgrowing cavities are completely 
emptied of their noxious contents. 

Solution of permanganate of potash is an ex¬ 
tremely effective antiseptic in bladder cases, and 
one which I have a great leaning to, in strength 
varying from i in 4000 to 1 in 1000. So are 
solutions of boroglyceride (1 in 16 of water), 
carbolic acid (1 in 500 to 1 in 250), resorcin 
(3-5 per cent.). Amongst other medicated in¬ 
jections may be mentioned acetate of lead (1 in 
1500), tannic acid (1 in 400), dilute nitric or 
phosphoric acid (1 in 200). It will frequently be 
advisable to change from one medicated solution 
to another in the same case, as most drugs when 
employed for some time have a tendency to lose 
their efficiency. 

But the most efficient of all drugs in obstinate 
forms of cystitis is nitrate of silver. Commence with 
a weak solution, say T V gr. to the ounce, and gra¬ 
dually increase the strength to J gr. It is rarely 
that a stronger solution will be borne, and some 
patients will not tolerate even this strength. The 
strength of the solution should never be pushed to 
the extent of causing pain or strangury—merely 
till a feeling of warmth in the bladder lasting half 
to one hour after irrigation is reached. The drug 
should be dissolved in warm distilled water, for 
the salts contained in ordinary boiled water will 
neutralise a portion of the nitrate of silver, as is 
evidenced by the milky colour assumed by the 
solution, due to chloride of silver, an inert sub¬ 
stance which has no action on the diseased con¬ 
ditions. None of this solution should be allowed to 
remain in the bladder. Before using the nitrate of 
silver solution the bladder should be washed out 
with sterilised water to remove the free discharges. 

Janet’s method of irrigating the bladder is 
most useful, particularly when the cystitis is con¬ 
fined to the neck of the bladder and prostatio 
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urethra, as it frequently is after gonorrhoeal infec¬ 
tion of the bladder. But it cannot, of course, be 
carried out unless the bladder has the power of 
automatically emptying itself. 

In cases of this nature, of 44 inflammation of the 
neck of the bladder,” as it is termed, the most 
efficient method of applying medicaments is by 
“ instillation ” by means of a Guyon’s catheter and 
syringe. The bulb of the syringe is passed 
just beyond the grip of the compressor urethrae 
muscle and 20 to 40 minims of a strong solu¬ 
tion of silver nitrate (1 per cent., gradually in¬ 
creased to 5 per cent.) is slowly injected drop by 
drop. The solution passes back, bathing the in¬ 
flamed surfaces of the prostatic urethra and adjacent 
vicinity of the bladder, and is allowed to remain 
there. This may be repeated daily or every second 
day as may be found advisable. 

Chronic cystitis is almost invariably associated 
with a debilitated condition of the system. There¬ 
fore measures should be adopted to improve the 
general health of the patient, such as change of 
air to a dry and bracing climate, tonics, and a 
light, nourishing diet, but stimulants are rarely 
admissible. 

There are certain drugs which, given internally, 
have an undoubted influence in promoting resolu¬ 
tion of this disease and assisting the local treat¬ 
ment. First among these may be mentioned the 
infusions or decoctions of triticum repens, buchu, 
pareira breva, and uva ursi. The first of these, 
the common couch grass, is most useful, and that 
which disagrees least with the stomach. A pint 
of the infusion may be taken daily in four equal 
doses. 

Combined with these infusions we give one of 
the following urinary disinfectants: salol, 5 gr.; 
boric acid, 10 gr.; benzoic acid or benzoate of 
soda, 10 gr.; urotropine, helmital or hetraline, 
5 to 10 gr., three times daily. Urotropine I find 
the most powerful urinary antiseptic. A combina¬ 
tion of boric acid and benzoate of soda, of each 
10 gr., I also find most effective in a large propor¬ 
tion of cases. 

Then the balsams—oil . of sandalwood and 
copaiba—given in capsules of 10 or 15 minims 
three times daily, are frequently of great use, par¬ 
ticularly in that form of cystitis that prevails after 
gonorrhoea; but they frequently cause digestive 
troubles, and should then be at once discontinued. 


Oil of turpentine and tincture of cantharides, in 
5-drop doses, three times daily, frequently exercise 
a favourable influence on this disease. 

There are certain natural mineral waters, of 
which Cantureville is the best type, the adminis¬ 
tration of which has a beneficial effect in pro¬ 
moting resolution of cystitis. 

In the chronic form of this disease the urine is 
almost invariably alkaline. Consequently the ad¬ 
ministration of the dilute mineral acids would 
seem to be indicated ; but beyond their tonic effect 
they have no influence in rendering alkaline urine 
acid. 

Occasionally, in spite of these local and general 
measures of treatment, the cystitis still persists, 
and may threaten life by the severity of the bladder 
symptoms or the danger of ascending pyelitis 
supervening. It will then be necessary to con¬ 
sider the advisability of having recourse to con¬ 
tinuous drainage of the bladder. 

The simplest form of continuous drainage con¬ 
sists in tying in a catheter, through which the urine 
flows continuously away, and through which irri¬ 
gations can be effected. A soft rubber catheter or 
well-made gum-elastic one, of full size, is best, but 
this should be removed daily, sterilised, and again 
replaced. But it is rarely that the urethra will 
tolerate a catheter being tied in continuously for 
more than a week or ten days, owing to the ure¬ 
thritis set up thereby. A metal catheter should 
never be employed for this purpose, owing to the 
irritation which it sets up. 

Should continuous catheterism be found im¬ 
practicable, or the putrefactive discharges be so 
thick and viscid that they will not flow readily 
through the catheter, or when large phosphatic 
concretions are present, it will be necessary to 
establish temporarily either perineal or suprapubic 
drainage, the latter for preference in the majority 
of cases. It is astonishing the rapidity with which 
the most rebellious forms of cystitis clear up and 
the urine becomes quite healthy with the ready 
exit of the contents of the bladder and facilities 
for efficient irrigation thus afforded. 

December 31s/, 1906. 


44 Phenofax,” prepared by Burroughs Wellcome 
& Co., is an antiseptic sedative dressing, useful 
in wounds, abrasions, burns, and ulcers ; it dis¬ 
infects, allays pain, and encourages granulation ; it 
presents 7 per cent, of pure phenol in a bland basis. 


Digitized by 


Google 



The Glinioal Journal.] 


DR. GEORGE MURRAY. 


[Jan. 2,1907. 183 


. _____ _ circumstances at home. At the two extremes of 

SOME ACUTE AFFECTIONS OF life bronchitis is apt to be a serious malady, and we 

THE RESPIRATORY ORGANS.* view with apprehension its development in weakly 
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F.R.C.P.Lond., especially in those who are weakly and ill-fed, and 

Physician to the Royal Victoria Infirmary, Newcastle. especially if they suffer from rickets as well, we 

_ have constantly to be on the look-out for the 


I must first of all thank you very sincerely for the 
honour you have done me in asking me to address 
you here to-night. In conveying your kind invita¬ 
tion your President, my friend Dr. Petter, intimated 
that you would like me to select some medical 
subject of practical interest to you. I thought, 
therefore, that it would be more acceptable to you ' 
if I said a few words to-night about cases which 
occur frequently in practice rather than if I selected 
some subject less directly connected with our daily 
work. For this reason I have elected to make a 
few remarks on some of the acute affections of the 
respiratory organs in general, and pneumonia in 
particular, as we have, unfortunately, in this part of | 
England so frequently to deal with maladies of this 
class. I fear that you will find nothing new in my 
remarks on this subject, but it is to be hoped that 
by considering some of the conditions which in 
practice often cause us much anxiety in prognosis 
and treatment I may succeed in eliciting from you 
in the discussion which will follow some expression 
of opinion on debatable points, founded on your 
own experience in dealing with diseases of this 
class. 

Bronchitis. 

The milder forms of bronchitis with which you 
are all so familiar need not detain us as they are 
easily dealt with by ordinary methods of treatment, 
and only give rise to anxiety when the attack tends 
to recur each winter in a middle-aged patient. We 
then naturally are on the look-out for signs of 
emphysema, and when the attack has returned 
several winters in succession we advise our patient, 
when possible, to spend the winter, or, at any rate, 
the early spring, in a more suitable climate, such 
as the south-west coast of England, Madeira, or the 
Canary Islands. Unfortunately, in many cases this 
is a counsel of perfection, and the unfortunate 
sufferer has perforce to make the best of his 

• An Address given at a meeting of the Darlington 
Medical Society. 


earliest symptoms of broncho-pneumonia. I sa> 
symptoms, for these are wont to precede the 
development of definite physical signs in these 
cases. The special symptoms we look for are 
firstly, rapid respiration, and, of even greater im¬ 
portance, a change in the respiratory rhythm. As 
you know, in normal breathing inspiration is 
followed immediately by expiration without any 
appreciable interval, the pause occurring after 
expiration before the next inspiration. In pneu¬ 
monia in children this rhythm is reversed, and 
expiration is followed immediately by inspiration, 
the pause now being after inspiration before the 
next expiration. Expiration i$ apparently made 
with an effort, and is not infrequently accompanied 
by a grunt. It is, I think, hardly sufficiently 
recognised that respiration of this type does not 
occur in uncomplicated cases of bronchitis in 
children, and that its occurrence is a clear indica¬ 
tion of the presence of pneumonia. Further 
indications of the onset of broncho-pneumonia and 
of the severity of the attack are afforded by the 
degree of cyanosis and by the amount of recession 
of the lower ribs with each inspiration. On exa¬ 
mination of the chest in such cases we may be able 
to detect no areas of dulness or even of impaired 
resonance on percussion, but on auscultation we 
find limited areas of bronchial breathing with fine 
crepitations indicating scattered areas of lobular 
consolidation. 


In the children of the poor in our large towns 
broncho-pneumonia is a fell disease. I once, as 
House-Physician at University College Hospital, 
had charge of the children’s ward for six months, 
during part of which Great Ormond Street Chil¬ 
dren’s Hospital was closed, and we had to deal 
with an unusually large number of acute diseases 
of children, and so had the opportunity of seeing a 
good many of these cases. As far as I can re¬ 
member they were nearly all very severe, with 
temperatures running up to 104° and 105° F., 
ending fatally. In these very severe cases there 


was usually marked cyanosis, with facial pallor, 
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and considerable recession of the ribs with each 
inspiration. 

What can we do for these cases ? In the first 
place, something can be done by the careful 
management of cases of bronchitis, as broncho¬ 
pneumonias arise in neglected cases, and especially 
in cases of bronchial catarrh in measles, the high 
mortality from this cause being well known. 

When symptoms of broncho pneumonia in a 
child are present it must be kept in bed in a warm 
atmosphere of 6o°—65° F., which may be kept 
moist by the steam-kettle. This, however, must 
be used in moderation, as I have seen a child’s 
cot enclosed in a tent into which steam was pour¬ 
ing from a briskly boiling steam-kettle, so that the 
tent was wet with the condensed vapour. This 
cannot be good for the child, who requires plenty 
of fresh, warm air, slightly moistened but not 
saturated with aqueous vapour. As medicinal 
treatment I prefer ammonium carbonate in one to 
two-grain doses, with four or five minims of 
ipecacuanha wine and a minim or two of digitalis, 
with some syrup of tolu, repeated every three or four 
hours. If cyanosis is marked, oxygen may be given 
for five or ten minutes every hour, but it must be 
warmed and moistened, in the manner I shall 
describe presently, before use. If the pulse is 
frequent and the right heart is becoming dilated, 
brandy may be given. For small children it is 
best to heat the brandy in a spoon over a flame 
until the spirit catches fire, and allow some of it to 
bum, and then to give it with sugar in milk. Half 
to one teaspoonful every two, three' or four hours 
will probably be a sufficient dose. If poultices 
are used at all, they must be well made and only 
applied to the back of chest, so that the child lies 
on the poultice and not vice versa ; as the extra 
labour involved in lifting a poultice on the front of 
the chest with each inspiration, perhaps forty, fifty, 
or sixty times a minute, can only contribute to the 
final exhaustion of the respiratory muscles and 
nerve-centres, which are already being over-driven 
by the urgent calls for better oxidation of the blood. 
In some cases the temperature rises very high, but 
any special measures which may be employed to 
reduce it must be used with caution. At one time 
I tried repeated baths, which were gradually cooled 
down below the temperature of the body whenever 
the temperature rose to 104° F. By this means 
the temperature can certainly be reduced for a 


time, but the child did not appear to derive any 
real benefit from the reduction of temperature 
brought about in this manner. We found it was 
most important to take the temperature in the 
rectum every few minutes, so as to remove the child 
as soon as the temperature had fallen to 101° or 
102 0 F., as the temperature continued to fall 
several degrees after the child was removed from 
the bath. If the child was kept in the water until 
the temperature was below ioo° F., it was apt to 
fall below normal after the bath, and the child 
would become slightly collapsed, and had to be 
wrapped in hot blankets and given brandy. At 
most, then, I should advise tepid or cold sponging 
for the reduction of temperature, and the bath 
only in cases of very high fever. Antipyretic drugs 
are unsuitable in these cases. 

A few words may be said about severe attacks 
of bronchitis in adults. One sometimes sees a 
severe attack of bronchitis in which the deep 
cyanosis, respiratory sounds, and marked dyspnoea 
indicate the presence of a considerable amount of 
bronchial spasm. These cases are of great urgency, 
the right heart being dilated and the pulse so small 
and irregular that it can hardly be counted. I have 
seen several brought into hospital almost in ex¬ 
tremis. Such cases require prompt treatment, and 
I have found that a teaspoonful of ether diluted 
with water often has a remarkably good effect in 
relaxing the bronchial spasm, stimulating the heart, 
and so relieving the urgent symptoms. A hypo¬ 
dermic injection of strychnine may with advantage 
be given at the same time. 

In these cases, when there is dilatation and over¬ 
loading of the right heart, moderate bleeding by 
the application of half-a-dozen leeches may certainly 
be of service. As soon as the very urgent sym¬ 
ptoms have subsided the ordinary treatment of a 
severe case of bronchitis may be carried ouL 
Sometimes we encounter cases of bronchitis in 
which the danger lies in the extreme tenaciousness 
of the sputum, so that the patient with his enfeebled 
respiratory powers is unable to expel it from the 
bronchial tubes, which thus become more and 
more filled up and the cyanosis gets deeper and 
deeper. Under these circumstances turpentine 
vapour may be of the greatest service as recom¬ 
mended by Dr. William Murray in his 4 Rough 
Notes on Remedies,’ where he gives a remarkable 
illustration in the case of an old gentleman of 
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ninety in whom all other measures had failed. By 
means of the turpentine vapour he was enabled to 
cough up a large amount of muco-pus and re¬ 
covered. About one ounce of turpentine is added 
to four ounces of boiling water in an inhaler, which 
the patient is encouraged to use as much as pos¬ 
sible. 

Oxygen may also be of service in these cases, 
and 1 well remember when I was a clinical clerk at 
University College Hospital seeing a tragic case in 
which the patient died because we could obtain no 
more oxygen. In this case a girl had been admitted 
to the isolation ward suffering from diphtheria, 
from which she recovered and left the hospital. 
Not long afterwards she returned with paralysis of 
the vocal cords and bronchitis. She was much 
cyanosed, and the bronchial tubes were rapidly I 
filling up with tenacious mucus as she was unable ! 
to cough ^properly owing to the loss of the power of | 
closing the glottis from diphtheritic paralysis. All 
measures which were tried to dislodge the mucus | 
proved unavailing and she became deeply cyanosed 
and unconscious. Oxygen was given and under 
its influence the colour improved, she regained con¬ 
sciousness, and was able to sit up in bed and talk. 
Unfortunately, in those days oxygen was not so 
easily obtained as it is now, telephones were not in 
general use, and our supply -of oxygen was soon 
exhausted. Dr. H. H. Brown, now of Ipswich, the 
house physician, went off in a cab to endeavour to 
obtain a further supply, which took some time. In 1 
the meantime the cyanosis returned and the poor 
girl died asphyxiated before a further supply could 
be obtained. 


Pneumonia. 

Let us now consider some points in connection 
with cases of lobar pneumonia, a disease with which 
we are unfortunately only too familiar. In regard¬ 
ing this disease from any aspect we must bear in 
mind that we are really dealing with a definite 
infective disease, which should be classed with other 
infective diseases just as much as typhoid fever. 
Indeed, in Professor Osier’s excellent text-book we 
find pneumonia is classed along with typhoid as a 
“specific infectious disease.” Just as the main 
lesion in typhoid fever is in the alimentary system, 
so the main lesion in pneumonia is in the lung. 
This aspect of pneumonia is sometimes apt to be 
overlooked, and the disease is regarded as a purely I 


local disease of the lung. Pneumonia is due to a 
definite micro-organism, the pneumococcus, just as 
much as diphtheria is due to the growth of the 
diphtheria bacillus in the throat; and just as the 
latter causes the formation of an exudation which 
appears in the form of a membrane in the fauces, 
so does the former cause an exudation which fills 
up the air-cells and consolidates the lung. 

Though commonly the organism is not found in 
the blood in pneumonia, the complications which 
occur in some cases indicate that it does at times 
pass into the blood-stream. This was well illus¬ 
trated by a case of pneumonia which was under 
my care in the Newcastle Royal Infirmary a few 
years ago, and which was reported by my house 
physician Dr. N. McCall-Smith, now of Eagles- 
cliffe. In this case there was suppurative arthritis 
of the right knee-joint associated with other 
abscesses in the same leg. In the pus we found 
there was a pure culture of the pneumococcus. 
The abscesses were long in healing after incision 
and drainage, but ultimately the man made a good 
recovery. 

Then we know the pneumococcus may infect 
some other part of the body while the lung escapes. 
The pleura alone may be infected, causing either 
a simple serous effusion or an empyema, without 
the lung being affected at all. Some years ago a 
patient who had recurrent inoperable carcinoma of 
the right mamma was transferred to my care by 
Mr. Rutherford Morison for thyroid treatment 
after removal of the ovaries by Dr. Beatson’s 
method. While she was in the ward she developed 
an acute pleurisy with a moderate effusion. On 
drawing off a syringeful of the fluid we found it 
contained a pure culture of the pneumococcus. 
This effusion did not become purulent, but was 
gradually absorbed without aspiration being re¬ 
quired. 

The peritoneum is sometimes infected by the 
pneumococcus in those rare cases of primary peri¬ 
tonitis in which there is no perforation or injury of 
any abdominal organ. We are so used to regard¬ 
ing peritonitis as being secondary to some abdo¬ 
minal lesion, such as appendicitis, perforation of 
an ulcer, etc., that we are apt to forget that these 
cases of primary infection do occur. I have seen 
a post-mortem examination on one of them within 
the last few years at the Newcastle Infirmary. 

These facts all indicate that, like the tubercle 
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bacillus, the pneumococcus may excite pathological 
processes in various parts of the body; and just as 
phthisis is only one form of tuberculosis so is 
pneumonia one variety of pneumonic fever. How¬ 
ever, I only wish to draw attention to these points 
so as to emphasise the fact that in dealing with 
pneumonia we should not concentrate our atten¬ 
tion on the condition of the lung alone, but regard 
the condition of the patient as a whole from a 
broad point of view. 

It is a remarkable fact that pneumonia is not 
more infectious, as we have no hesitation in ad¬ 
mitting cases to the wards of a general hospital, 
and yet how rarely does the disease ever spread to 
any other inmate. In private practice, however, one 
does come across clear examples of infection. 1 
remember once being asked by a medical man to 
see a patient suffering from pneumonia who was 
being nursed by his wife. Soon afterwards I was 
requested to go again to see the wife, suffering from 
the same malady, caught from her husband, and 
shortly afterwards I was called to see the medical 
man himself, who also had pneumonia, apparently 
as the result of infection from his patients. 

The onset of pneumonia in a typical case is so 
characteristic that it suggests the nature of the 
disease before any physical signs develop. The 
rigor, with rapid rise of temperature and sharp, 
stabbing pain in the side, are only too familiar 
to you all, but I would remind you that, as in 
many other acute diseases, the onset may be 
by no means typical. In a child the attack 
may be ushered in by a convulsion, which may 
take the attention off the respiratory system alto¬ 
gether. Careful attention to the rhythm of the 
respiration in the child should, however, enable 
you to determine the cause of the rise of tempera¬ 
ture before any physical signs develop. I would like 
to ask the opinions of the members of this Society 
as to whether cases of pneumonia ever terminate 
very early without demonstrable physical signs. I 
saw recently one of our students who had had a 
rigor with sharp pain in the side, followed by a rise of 
temperature to 103° F. When I saw him the next 
day he was bringing up typical rusty sputum, and 
on examination all one could find was some fine 
friction over the base of the right lung in front. 
This suggested the onset of pleuro-pneumonia, and 
I expected to find more definite physical signs the 
next day, instead of which the temperature rapidly 


fell, the rusty sputum ceased, and the friction dis¬ 
appeared in a couple of days. 

In elderly patients pneumonia is apt to develop 
most insidiously. A few years ago I was asked to 
see an elderly lady, some seventy years of age. On 
arrival, about the middle of the day, 1 was informed 
that the previous evening she had appeared to be 
in her ordinary health and had dined with the rest 
of the family as usual. When she was called in the 
morning the maid could not rouse her, and she had 
been unconscious ever since. On examination I 
found she was suffering from double pneumonia, 
both lower lobes being consolidated. She never 
regained consciousness, and succumbed within a 
couple of days. It seems in this case most im¬ 
probable that so much consolidation had taken 
place and coma developed within at most some 
sixteen hours, so that I think the pneumonia had 

commenced at an earlier date and run a latent 
/ 

course up to the supervention of the coma. 

Apart from cases in which the illness terminates 
in the course of a few days, we know that the usual 
duration of an uncomplicated attack of pneumonia 
is from seven to ten days, and that it frequently 
terminates by a crisis. Although this is generally 
regarded as the typical termination, we not un¬ 
commonly see cases in which the temperature 
takes several days to reach the normal level. 
Which are the most valuable symptoms which 
guide us as to the condition of the patient and 
the progress of the disease during this period ? 
As this is closely bound up with the question of 
prognosis we may consider them together, for 
prognosis in pneumonia is one of the most difficult 
problems we have to deal with. In hospital and 
consulting practice one has the problem very fre¬ 
quently before one. In a hospital prognosis is 
difficult, because one may have rather a meagre 
history of the illness up to the time of admission, 
and one knows little or nothing of the patient 
and his surroundings. Only too frequently he is 
admitted late in the attack, so that the prognosis 
has to be framed largely upon observations made 
at the moment. In some cases, of course, the patient 
is admitted early in the attack, and one can follow 
the course of the illness day by day. In consulting 
practice one has the great advantage of the valuable 
knowledge of the individuality of the patient and 
of his surroundings, which is supplied by his 
medical attendant, but even with this assistance 
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it is* a difficult task to frame a prognosis based on 
a single examination of a patient who is generally 
seen then for the first time. Let us, however, 
consider some of the danger-signals which we look 
out for. The temperature, though to a certain 
extent an index of the severity of the attack, tells 
us but little of the course it will run until a 
decided fall takes place. Many cases in which the 
temperature is very high in the early part of the 
illness do well, and others do badly through 
the temperature is never very high. Personally, 
I consider the condition of the pulse, the colour 
of the skin and mucous membranes, the condition 
of the nervous system, and the extent of the pul¬ 
monary lesion, all of greater value than the tempera¬ 
ture. As long as the pulse is below 100 and of fair 
tension one feels that there is no immediate danger 
from failure of the heart. When, however, the 
frequency increases beyond this to no, 120, or 130, 
and at the same time the pulse becomes more 
and more compressible and irregular, the danger 
becomes imminent. If coupled with this condition 
of pulse the ears and mucous membranes become 
cyanosed, while the face becomes pale, then, in¬ 
deed, the patient is in a parlous state. Another 
condition of pulse which indicates heart failure is 
one of extreme low tension of a water-hammer 
type, such as we are familiar with in advanced 
cases of aortic regurgitation. I saw—some years 
ago now—an elderly clergyman with double pneu¬ 
monia involving both lower lobes with this type of 
pulse and much restlessness. His mental con¬ 
dition was clear, and although with the exception 
of these two symptoms, he did not appear to be in 
immediate danger, his heart rapidly failed, and he 
died within twenty-four hours of the time of my 
visit. 

Deep cyanosis is an unfavourable sign, as it in¬ 
dicates either extensive involvement of lung, failure 
of the respiratory centre, or—and especially when it 
is combined with pallor of the skin—dilatation of 
the right ventricle, and cardiac failure. Sleepless¬ 
ness and delirium are also unfavourable signs, as 
they denote exhaustion of the nervous system. 
Restlessness, as shown by the patient continually 
changing his position, lying first on one side and 
then on the other* or sitting up in bed one minute 
and lying down the next, is a sign of ill omen, not 
only in pneumonia but also in advanced cases of 
heart disease. Alcoholic subjects, as is well known, 


bear pneumonia badly, so that a history of alco¬ 
holic excess increases the gravity of the case; and 
yet recently I saw a woman who was a heavy 
drinker, had chronic Bright’s disease, and was very 
ill with pneumonia, so that I quite expected she 
would succumb, but I heard afterwards that in 
spite of all these complications she recovered. 

The extent of the consolidation of the lung as 
shown by the ordinary physical signs is not neces¬ 
sarily an indication of the severity of the attack. 
In some cases the amount of consolidation may be 
very small. I had, for example, under my care 
recently in the Newcastle Royal Infirmary a case of 
pneumonia in which the only sign of consolidation 
was dulness on percussion and bronchial breathing 
over an area about the size of a crown piece in the 
upper part of the left axilla. In such cases the 
chest must be examined with care in all parts, 
otherwise such a limited lesion is easily overlooked. 
In the type of pneumonia which was so prevalent 
in Middlesbrough the amount of consolidation 
was often small in proportion to the severity of the 
attack. I remember seeing such a case there with 
Dr. Hedley, in which the consolidation was limited 
to a small area in the posterior part of the apex of 
one lung ; the patient was very seriously ill and 
succumbed to the attack. Naturally very extensive 
consolidation is a serious matter, and the involve¬ 
ment of two lobes renders the prognosis graver 
than when the attack is limited to a single lobe, 
while consolidation of three lobes is a sign of con¬ 
siderable danger owing to the limited amount of 
lung available for respiration. 

Looking now on the other side of the picture, one 
may say that a moderate or even high temperature 
combined with a regular pulse of good or fair 
tension, regular and not exceeding 100 even on the 
fifth or sixth day, a bright flush on the cheeks and 
absence of cyanosis, clear mental condition with 
absence of nocturnal delirium, are all indications 
that the disease is running a normal course and 
that the outlook is hopeful. 

A certain number of cases of lobar pneumonia 
do not run a typical course, and instead of terminat¬ 
ing at the end of a week or ten days the fever per¬ 
sists, or a few days after the temperature has fallen 
it may begin to rise again. Under such circum¬ 
stances it is most important to determine as early 
as possible the cause of the continued high tem¬ 
perature or of its recurrence as the case may be. 
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In some cases a secondary infection of the peri¬ 
cardium, or pleura, is the cause of a return of the 
fever. Thus last year I saw in consultation a very 
bad case of pneumonia in a middle-aged man who 
had just returned to this country from New Zealand. 
He passed through the attack safely, but soon 
afterwards there was a secondary rise of tempera¬ 
ture, and he became seriously ill again, without 
obvious cause. On seeing him a second time I 
found nothing in the lung or pleura to account for 
his symptoms. No friction could be heard over 
the pericardium in front, but when he was lying on 
his right side a typical but rather distant to-and-fro 
pericardial friction could be heard behind over a 
small area near the angle of the left scapula, clearly 
indicating that his symptoms were due to the de¬ 
velopment of pericarditis, from which he also, 
fortunately, made a good recovery. 

Secondary infection of the pleura and the for¬ 
mation of an empyema is a much more common 
event and a return of fever or delay in the fall 
of temperature not infrequently indicates that an 
empyema has developed. Although in the majority 
of cases an empyema develops as a complication 
of pneumonia, it must be remembered that a pri¬ 
mary empyema may occur without any preceding 
pneumonia, as in a case recorded by the late Dr. 
Wash bourn, in which all the symptoms of pneu¬ 
monia—viz. herpes, high fever, delirium, cough, and 
rapid respiration—were present, and yet after death 
the lung was found to be unaffected, while the right 
pleural cavity contained 54 oz. of pus, in which the 
pneumococcus was found. 

If there is reason to suspect the presence of an 
empyema, the exploring syringe should be used to 
ascertain if pus is present If the empyema is 
fairly large and occupies the base of the pleural 
cavity, there is no difficulty in determining its 
presence. When an empyema forms between the 
lobes of the lung the diagnosis is often difficult, 
and even if the presence of such an empyema is 
strongly suspected it may be difficult to find it 
even with an exploring needle. Some of these 
interlobar empyemata open spontaneously into a 
bronchus, and the contents are coughed up and 
expectorated. 

I may mention one striking example of an inter¬ 
lobar empyema which I saw with Dr. Pringle, now 
of Harrogate. The patient was an elderly man 
who had had an attack of pneumonia of the left 


lung, commencing six weeks before I saw him. He 
had no crisis ; the symptoms persisted, as did also 
the dulness over the left lower lobe. Another 
medical man saw him with Dr. Pringle, and they 
suspected the presence of an empyema and explored 
the chest with a hollow needle, but found no pus. 
At a later date another opinion was taken, and the 
case was regarded as one of chronic pneumonia. 
The illness, however, continued, and the patient 
began to have attacks of heart failure. When I 
saw him the dulness on percussion still persisted, 
and at one point along the line of junction of the 
left upper and lower lobes the skin was slightly 
reddened. I put in an exploring needle, and at 
some distance from the surface found an empyema 
and drew off a syringeful of foul, stinking pus. We 
decided it would be best to open the empyema at 
once under local anesthesia. This was done by 
Dr. Pringle, and the patient made a good re¬ 
covery. 

Treatment.— In the earlier stages of an attack 
of pneumonia the treatment is usually straight¬ 
forward, and it is in the later stages that all our 
resources are so often fully tried in severe cases. 
At the onset the patient must at once be put to 
bed and given a liquid diet, consisting chiefly of 
milk, beef-tea, meat jellies or meat extract, and 
two raw eggs. If the pain is acute a single dose 
of from 5 to 10 gr. of Dover’s powder may be 
given at night. This at once raises the question 
of the use of opium in any form in pneumonia. I 
should say that opium is only permissible in pneu¬ 
monia during the first two days of an attack for 
the relief of pain. At any later stage I regard it 
as certainly harmful and not to be used at all. If 
pain persists it may be relieved by simple fomenta¬ 
tions, if necessary aided by the local application of 
belladonna paint. As far as internal medicine 
goes, a simple diaphoretic mixture, containing 
Liquor ammoniae acetatis and citrate of potash, is 
all that is usually required. 

At the commencement no alcohol, as a rule, 
should be given, but I will return to this question 
again later on. If the attack turns out to be mild, 
or of medium severity, and none of the danger 
signals I have mentioned appear, no further medi¬ 
cinal treatment will be required. As in the case 
of typhoid fever, very careful nursing and feeding 
and careful watching of the case by the medical 
man are the chief essentials to success. In hospital 
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and consulting practice, however, one naturally 
sees for the most part the more severe cases. 

In the later stages of an attack we have to watch 
the condition of the pulse carefully. If this 
becomes too frequent—say 100-110-120—it is 
advisable to give digitalis. Five to 10 min. of 
the tincture or 2 or 3 drms. of fresh infusion 
every four or six hours will suffice. If the con¬ 
dition of the pulse does not improve and it 
becomes small and compressible, hypodermic in¬ 
jections of strychnine are the most valuable stimu¬ 
lant we possess. A thirtieth of a grain injected 
night and morning is sufficient as a rule, but if 
there are signs of serious heart-failure, this injec¬ 
tion may be repeated every six or four hours. 
Camphor is largely used as an injection on the 
Continent, but in this country strychnine is gene¬ 
rally employed. If cyanosis is marked, owing 
either to extensive consolidation of the lung or to 
dilatation of the right ventricle, oxygen is decidedly 
beneficial, but it must be given properly. One 
often sees inhalations of oxygen given by simply 
turning on the tap of the cylinder and allowing a 
stream of the cold dry gas to play over the mouth 
and nose of the patient. Many patients find this very 
disagreeable, and in some cases it excites coughing. 
The rapid expansion of the oxygen on leaving the 
cylinder cools it considerably; so that it should 
always be passed through a wash-bottle filled with 
warm water on leaving the cylinder, the tube from 
the cylinder being connected with the long tube of 
the wash-bottle, the short tube being connected 
with an ordinary glass funnel which can be held in 
front of the mouth and nose of the patient. 

Of other drugs in severe cases carbonate of 
ammonia is one of the most useful. It should 
be given in 10-gr. doses every four hours, and 
may with advantage be combined with digitalis. 
Quinine is often useful if the temperature is un¬ 
usually high, and is given by many as a routine 
practice in cases of pneumonia. 

One of the difficulties we have to deal with is 
the question of sleep. In some severe cases after 
the third or fourth day the patient may sleep but 
little and the question then arises, Should any 
hypnotic be given and if so which? We may have 
a case in which respiration is rapid and we fear to 
give any drug which may depress the activity of 
the respiratory centre. A moderate dose of bro¬ 
mide, say 20 gr. of ammonium bromide combined 


with digitalis, may be given with safety and often 
sufficient to induce sleep. I prefer to give it with¬ 
out chloral hydrate. Chloralamide in 20-grain 
doses, combined with 20 min. of dilute hydro- 
bromic acid, w T hich is so useful in chronic heart 
disease, may also be used here. Veronal in 
7-grain doses or a drachm of paraldehyde may 
be given without disadvantage. 

With regard to alcohol I consider that it is by 
no means required in all cases, and should, there¬ 
fore, not be given as part of a routine treatment. 
It is best to give no alcohol during the early stages 
of an attack. If the pulse is frequent, small, and 
compressible, alcohol may be given; if the tongue 
is dry or if there is restlessness or delirium, alcohol 
will probably do good. Rarely, if ever, is it neces¬ 
sary or advisable to give such large amounts as 
10-12 oz., as were formerly in vogue. 

December 31st, 1906. 


Treatment of Furuncles, Carbuncles, and 
Phlegmons. —Enderlen says that treatment should 
avoid the slightest pressure on a furuncle, as this 
tends to drive the germs deeper into the tissues or 
to spread them. He has found Bier’s suction 
therapy a great aid in treatment. It is likely to 
abort an incipient process, and it aids in the 
evacuation of pus. The bulb should be com¬ 
pressed only enough to make the cupping-glass 
hold firm, and suction should be applied slowly. 
He covers the focus and vicinity with a thick layer 
of salve to prevent infection of the latter. The 
suction treatment is applied daily for about forty-five 
minutes, applying the cupping vessels for five minutes 
and then resting for three minutes. The salve is then 
cleaned away with ether or benzine and an aseptic 
dressing applied. He continues the suction treat¬ 
ment until the lesion is completely healed. Bier 
has reported good results in treatment of carbuncles 
with suction, but others have been less fortunate. 
Enderlen removes the infiltrated tissues after a 
crucial incision ; the necrotic masses are expelled 
under tamponing with iodoform gauze, after which 
the lesion heals under a salve. He advises against 
poultices for phlegmons as a waste of time. It is 
impossible to check the proliferation of the bac¬ 
teria in these cases, and disinfectants and the 
actual cautery are alike useless. Incision, evacua¬ 
tion, and tamponing are the main reliance, aside 
from the Bier technique.— -Journ. Atner . Med. 
Assoc., vol. xlvii, No. 23. 
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THE DECHLORIDATION TREATMENT IN 
CARDIAC AND RENAL DISEASE, 
OBESITY, ETC. 

By ALFRED S. GUBB, M.D. Paris, M.R.C.S.Eng., 
Of Aix-les-Bains and Algiers. 


Having had opportunities of observing the effects 
of a chloride-free diet in advanced cases of heart 
and renal disease, I am convinced that this com¬ 
paratively new therapeutical measure deserves 
thoughtful attention. Moreover, it throws a new 
light upon many ill-understood morbid phenomena, 
thereby enabling us to devise treatments and 
dietaries likely to prove of the greatest benefit in 
several important categories of cases. 

It is to Drs. Widal and Javal that we are 
indebted for the recognition of the important part 
that chloride retention plays in certain circulatory 
and renal diseases, but the subject is now being 
actively investigated by numerous competent ob¬ 
servers, and promises ere long to dominate the 
therapeusis of these conditions. 

Chloride of sodium is present in the blood and 
tissues of the normal organism in approximately 
fixed quantities, and it serves to maintain the 
equilibrium of the osmotic exchanges. In health 
any excess of chloride ingested is compensated by 
increased excretion, and as we usually consume an 
amount of salt greatly in excess of our physiological 
requirements, the excess passes through the body 
and is excreted by the kidneys unchanged. The 
average daily consumption of salt is put by Widal 
at a little over half an ounce. 

When the kidney for any reason fails to give 
passage to an amount of chloride corresponding 
to that ingested, we get chloride retention and 
the presence of an excess of chloride entails the 
retention of an additional quantity of water to 
hold it in solution. Now, in certain diseases of 
the heart and kidney the latter becomes more or 
less impermeable to the chloride, and when the 
accumulation has reached a certain pitch the 
surplus salt passes out of the blood into the tissues, 
dragging in its wake a proportion of water, and 
this hydration of the tissues constitutes oedema. 
It should be borne in mind that, however pro¬ 
nounced the chloride retention, the surplus salt 


never remains in the blood, but finds its way into 
the tissues. Even in very pronounced cases of 
chloride retention the proportion of chloride in 
the blood-serum remains about the same, 5 or 
6 parts per 1000. 

Patients suffering from advanced renal or cardiac 
disease with oedema, dyspnoea, asystole, etc., con¬ 
sequent upon chloride retention, if placed on a 
milk diet often improve in a most remarkable 
manner. This, no doubt, is due in the main to 
the comparative poorness of milk in salt (1*50 to 
r8o gramme per litre). But there are cases in 
which even this small amount of chloride cannot 
pass the kidneys, so that retention may be pro¬ 
ceeding even on a milk diet. In such cases a 
mixed diet of saltless bread, meat, and vegetables 
will prove most beneficial. The estimate is easily 
made; we have only to calculate the intake and 
the excretion and we shall know whether the 
corresponding quantity of salt is being eliminated; 
if not, ihe intake must be still further reduced. 

The hydration of the tissues takes place in two 
stages—first, one of internal infiltration without 
external visible oedema, which is only revealed by 
methodical weighing, the so-called pre-oedematous 
period ; and, secondly, surface oedema. The former 
is the more important of the two, for the infiltra¬ 
tions of the viscera may lead to an explosion of 
symptoms which we usually associate with uraemia, 
but which, in this instance, are due to chloridaemia, 
meaning thereby retention of chloride, and not its 
actual presence in the blood. 

The impermeability of the kidneys to the chloride 
is, after all, only relative; so that some chloride can 
always pass through, and however imperfect the 
elimination, if the quantity ingested be less than 
that excreted, there can be no retention, no oedema, 
no chloridaemia. Take, for example, the case of 
the water-logged subject of Bright’s disease who 
is placed on a chloride-free diet. The stock of 
chloride is gradually reduced with a rapidity pro¬ 
portional to the discrepancy between the amount 
of salt ingested and that excreted by the kidney, 
and pan passu the water infiltrated into the tissues 
is driven off, so that in spite of the impermeability 
of the kidney there is a discharge of chloride and 
dehydration. In such a case the administration 
of a quantity of salt exceeding that eliminable by 
the kidneys will immediately bring back the 
asystole, dyspnoea, oedema, etc. Once the balance 
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of ingestion and excretion has been restored and 
the surplus chloride got rid of, the permeability of 
the kidneys may be restored to such an extent as 
to maintain the balance for months to come. 

It sometimes happens that mere suppression of 
the chloride fails to bring about dechloridation 
and dehydration, especially when the oedema is of 
long standing. In such cases we must requisition 
the aid of diuretics, more particularly theobromine 
and its derivatives. Once set going, the process of 
dechloridation will often go on unaided, and it is 
unnecessary to have recourse to drugs when diu¬ 
resis is established under the influence of the 
chloride-free regimen. 

In his thesis (Paris, 1905) Digne defines the 
position of the chloride-free diet in cardiac affec¬ 
tions. He points out that chloride retention is a 
constant feature of the period of asystole, and that 
the ingestion of salt during the attack increases the I 
oedema and accentuates the general symptoms. In 
a patient recovering from an attack of asystole the j 
ingestion of chloride will determine a recrudescence 
of the oedema, etc., preceded by an increase of I 
weight Chloride retention, indeed, will, in some 
subjects, even if kept in bed, bring about sym¬ 
ptoms of asystole; but, on the other hand, some 
cardiac patients, although very oedematous, excrete 
the chloride readily enough. 

Chloride retention, says M. Digne, is not merely 
an incident in the break-down of the cardio- I 
vascular system, since long before arriving at the 
period of asystole it indicates impending cardiac 
failure. Still more, we may meet with abnor¬ 
malities of chloride elimination, even at a time 
when compensation still appears to be perfect. 

Cardiac patients may be classified in three cate¬ 
gories : (1) at the period of perfect compensation, j 
(2) at the period of premonitory cardiac symptoms, I 
and (3) the period of complete asystole. 

In most patients in whom the cardiac lesion is j 
still compatible with the ordinary habits of life— j 
that is to say, who present no functional disturb¬ 
ances—the elimination of the chlorides is also 
normal. 

In the second period, of variable but usually 
long duration, we get dyspnoea on exertion, pos¬ 
sibly even without exertion, slight evening oedema 
round the ankles, a few rales in the chest, etc. The 
supervention of these symptoms strictly coincides | 
with a change in chloride elimination, readily de¬ 


monstrable by observing the effect of modifications 
of the alimentary salt. The organism maintains 
its chloride elimination, but only with difficulty. 
This constitutes an early sign of cardiac insuffi¬ 
ciency. 

Later on, when asystole is setting in, the chlo¬ 
ride elimination ceases altogether,and true retention 
takes place. 

Observation of the chloride elimination will 
therefore afford very useful information in respect 
of the functional condition of the heart, and will 
enable us to establish the prognosis and the thera¬ 
peutical indications in cases of heart disease. 

Since chloride retention is the essential feature 
of all diseases of the heart associated with cardiac 
inadequacy our object must be to endeavour to 
postpone the consequences thereof. All treat¬ 
ments of heart disease must therefore be directed 
to effecting the elimination of the surplus chlorides. 

Patients who as yet only experience slight func¬ 
tional disturbances should be placed on a compa¬ 
ratively chloride-free diet, with a monthly dechlori¬ 
dation by the aid of rest, digitalis, theobromine, 
etc. 

The chloride-free regime will suffice in some 
cases, when associated with rest in bed, to bring 
about diuresis with enough polychloruria to effect 
a cure. In this case it is better than milk diet, 
which is too rich in chloride and will take much 
longer to attain the object in view, and this delay 
may render nugatory the effect when obtained. 

At certain stages of heart disease the chloride- 
free treatment will not per se cause the subsidence 
of the oedema, and if so we must call the usual 
therapeutical means to our assistance. In heart 
cases with low arterial tension we must give digi¬ 
talis, followed by the more or less prolonged use 
of theobromine. In high tension cases we must 
begin with theobromine, with the occasional ad¬ 
ministration of small doses of digitalis. 

Acetate of theocine may in some cases advan¬ 
tageously take the place of theobromine, but as 
it entails certain risks it should only be had re¬ 
course to in desperate cases where other means 
have failed. 

Throughout the treatment of cardiac patients, no 
matter at what stage, the quantity of chloride that 
may be safely given must be calculated in accord¬ 
ance with the results of methodical and careful 
examination of the “ chloride index.” In any 
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event this matter of alimentary chloride must never 
be lost sight of for a moment, for everything turns 
thereupon. 

The dechloridation treatment, then, corrfprises 
two principal indications : one is to rid the or¬ 
ganism of the surplus chloride and water, the 
other is to so apportion the ingestion of chloride 
as to maintain the intake at a slightly lower stan¬ 
dard than the output. 

It is easy enough to calculate the intake ; milk 
contains 1 gramme 60 per litre, bread 8 to 15 
grammes per kilo., and meat about 1 gramme per 
kilo. (Chloride-free bread may contain as little as 
1 gramme to the kilo.) A mixed chloride-free diet 
represents approximately 1*5 grartime of salt per 
day. % 

A patient under the dechloridated diet is regu¬ 
larly weighed, and when the weight has become 
stationary, showing that the process of dechlorida¬ 
tion is complete, we may cautiously add salt to 
the diet, in order to ascertain the limit of per¬ 
meability of the kidney. As soon as we exceed 
that limit there will be a gain of weight consequent 
upon retention and hydration. The suitability or 
otherwise of the diet, therefore, does not depend 
upon its nature, but upon its richness in salt, a 
fact that cannot be too strongly insisted upon. 

The advantage of the chloride-free diet is that 
we can compile a dietary in accordance with the 
taste of the patient. He may take, says Widal, 
saltless bread ; meat, either raw, grilled, or roasted; 
fresh-water fish, eggs, butter, and cream, along 
with any kind of vegetable (especially potatoes), 
rice, salads, etc., sweetmeats, pastry, fruits, jam, 
chocolate, etc. The absence of salt may be masked 
by using other condiments. As Widal points out, 
the treatment naturally will not obviate all the acci¬ 
dents to which renal and cardiac patients are 
liable at advanced stages of disease, but it at any 
rate enables us to conjure certain complications 
which would otherwise kill the patient, and we 
can devise a regimen more in accordance with 
his habits. 

Labbe and Furet investigated the “chloride 
balance ” in obesity, and found that in most cases 
there was decided retention, in one case to the 
amount of 102 grammes, in another to 47*5 
grammes. They remarked that some time elapsed 
before the tissues became hydrated in proportion 
to their richness in salt, and the same disjunction 


was noticed in the course of chloride elimination. 
These observations have an important bearing on 
the treatment of obesity. For instance, the depri¬ 
vation of fluid, which forms part of most anti¬ 
obesity regimens, tends to increase the proportion 
of chlorides in the tissues, and when this has 
attained a certain pitch the organism reacts and 
seeks to retain as much fluid as possible, whence 
a marked reduction in the amount of urinary secre¬ 
tion. The best results will be obtained by a com¬ 
paratively chloride-free diet, associated with the 
necessary restrictions in the matter of food in 
general. 

As it is necessary to make repeated analyses of 
the urine, in order to determine its richness in chlo¬ 
ride of sodium, it may be well to describe a sum¬ 
mary method introduced by Ekehorn, of Berlin, 
which is sufficiently accurate for the purpose: He 
makes use of a test tube 22 centimetres long and 
15 mm. in diameter. This is marked as follows : 
The first mark from the bottom, “ U,” indicates 
a capacity of 2 c.c.; the next, marked “ I,” 
indicates 1 c.c. more, the rest of the tube being 
graduated in cubic centimetres, the third mark 
from the bottom being marked “ O ” and the rest 
1, 2, 3, etc. 

The test solutions are the following : 

(1) Sulphocyanide of potassium, o grm. 332; 
distilled water, 40 grm. ; concentrated solution of 
iron alum, free from chlorine and ferric sulphate, 
q. s. to make 100 c.c. 

(2) Nitrate of silver, 5 grm. 815 ; nitric acid, 
free from chlorine, 50 c.c. ; distilled water, q . s. to 
make 1000 c.c. 

Each c.c. of the nitrate solution corresponds to 1 
per 1000 of NaCl in the urine, and can be read off 
on the tube. 

Pour in 2 c.c. of urine (to mark “ U ”), then 
1 c.c. of the No. 1 solution (to mark “ I ”), then 
add the silver nitrate solution drop by drop until 
the precipitate is completely decolorised— i. e. has 
a grey tint—and the liquid has lost the colour of 
the sulphocyanide. Then read off the result. 
Albuminous urine must be first boiled. The limit 
of error with this procedure is *25 per thousand. 

December 31st % 1906. 
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YAS0M0T0R SYMPTOMS AND THEIR 
BEARING ON THE DIAGNOSIS AND 
TREATMENT OF DISEASE.* 

By THOMAS D. SAVILL, M.D.Lond., 

Physician to the West End Hospital for Diseases of the 
Nervous System. 


Gentlemen, —Our knowledge of the anatomy and 
physiology of the sympathetic system is by no 
means exhaustive. I may remind you, however, 
that the chief centre of the sympathetic system— 
its “ brain,” so to speak—is situated in the abdo¬ 
men, that the sympathetic system controls all the 
involuntary muscular tissue of the body. This 
tissue is found, not only throughout the alimentary 
canal, the lungs, and the heart, but the entire vas¬ 
cular system which permeates all the tissues of the 
body. Thus the sympathetic system is the chief 
regulator of the blood-supply and nutrition of the 
various parts of the human economy, and the 
effects of its disorder are widespread. We shall 
only be able to touch the fringe of the subject 
to-day; and I propose to confine my attention to 
certain symptoms which are, in my belief, depend¬ 
ent on disorder of the vasomotor system, and to 
the bearing of certain of those symptoms on the 
diagnosis and treatment of various diseases, more 
particularly of the skin, where we can see some of 
the vasomotor symptoms for ourselves. 

Symptoms of Vasomotor Disorder (Angio- 

NEUROSIS). 

Vasomotor symptoms, though differing very 
widely among themselves, present to those who 
study them carefully at least four clinical features 
in common. First, they are paroxysmal—that is 
to say, their onset and subsidence are rapid—and 
they are often fugitive, transient, and sometimes 
difficult to see, even when occurring on the surface 

* Delivered at the Medical Graduates’ College and 
Polyclinic. 
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of the body. Secondly, if they are localised, they 
have a tendency to be bilateral and symmetrical. 
Thirdly, they are on the whole more common in 
women than in men, and particularly in women 
of an emotional type. Fourthly, they tend to 
recur in one form or another throughout the life 
of an individual, showing that in certain persons 
there is an inherent instability of the reflex vaso¬ 
motor centres, which in them are more easily 
acted upon by external or internal causes than in 
normal persons. 

Vasomotor symptoms are sometimes difficult to 
separate from the symptoms of toxaemia with which 
they are frequently associated, but I shall first deal 
with those symptoms which, in my belief, may 
occur without any associated auto- or hetero¬ 
toxaemia. The first five of these are referable to 
the skin. 

(1) The condition which I have called erythema 
(or congestiva) hysterica* consists of a fugitive 
patch of congestion, with somewhat abrupt margins, 
starting beneath the lobe of the ear on each side 
of the neck, and sometimes seen on the front of 
the chest. It occurs in nervous and hysterical 
subjects when they are startled or more nervous 
than usual. The picture I show you portrays 
the side of the face of a woman set. 32 years, 
whose flush, as shown in the picture, started about 
the size of a penny. This particular flush had 
entirely disappeared ten minutes later. This 
symptom is, in my belief, one of the stigmata of 
hysteria, and you will find it in a large proportion 
of hysterical patients if you look for it. If such 
flushings appear on the cheeks, they differ from 
the preceding in having a non-marginated outline. 

(2) Generalised flushing or pallor, affecting part 
or the whole of the body, is another vasomotor 
symptom, and is also met with in hysteria. 

(3) Dermatographia, or the red mark which 
appears upon scratching the skin, is another vaso¬ 
motor symptom which may sometimes occur with¬ 
out toxaemia, but is more usually associated with it. 

(4) Acroparaesthesia (the tingling and other 
subjective sensations met with in the extremities, 
sometimes accompanied by flushing or pallor of 
the fingers), white or “dead” hands, and blue 
hands, are all evidences of vasomotor disturbance. 
They are met with sometimes in association with 
toxaemia, but may also occur alone in persons who 

• ' The Lancet,’ January 30th, 1904, p. 273. 


have unstable reflex centres, or in association with 
other nervous maladies, such as tabes dorsalis, or 
general paralysis of the insane. Erythromelalgia, 
in which the hands become swollen and purple, 
consists of congestion associated with acroparaes¬ 
thesia, and this condition invariably, in my experi¬ 
ence, requires some toxaemic condition for its 
production, such as that present in the case which 
I published in ‘The Lancet* of June 1st, 1901, 
P- 1513 - 



Erythema hysterica. Portrait of a lady, *t. 32 years, 
in whom the flush appeared whenever she was nervous 
or entered a room full of company. It could be pro¬ 
duced by simply looking fixedly at the spot. It dis¬ 
appeared spontaneously in a few minutes as she 
became more at her ease. 


(5) Damp hands and sweating of the feet are 
1 also evidences of the same vasomotor instability, 

if one may judge by their usual association with 
the tendency of the hands tojflush and other angio- 
neuroses. 

The foregoing five symptoms are all referable to 
the skin, but there are others referable to other 
! organs: 

(6) Nervous faintings, flush-storms, and ischae¬ 
mic storms are sometimes more important than the 
preceding, from the patient’s point of view, for 

I they may amount to convulsive seizures. 
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I have elsewhere * discussed the manner in 
which these storms and fits are produced, and have 
endeavoured to prove that they are due really to 
an irritation of the abdominal sympathetic, pro¬ 
ducing a sudden dilatation or constriction of the 
splanchnic area, with a corresponding constriction 
or dilatation of the skin and the cerebral circula¬ 
tion. Naming these attacks respectively by the 
appearances of the surface of the body, one may 
recognise at least two types, congestive storms on 
the one J^and and ischaemic storms or faints on 
the other. 

This patient, May H—, aet. 20 years, is the sub¬ 
ject of very severe congestive attacks, in which 
she “ comes over all hot and red and tingling,” 
accompanied by “ most awful sensations ” of com¬ 
plete loss of mental control for the time being. 
They come on several times a day, and, fortunately, 
do not last very long. She has well-marked ovarian 
tenderness (ovarie), most marked on the right side, 
pressure in which region will produce one of the 
attacks. She also , has dermatographia. She is 
prevented by these from earning her own living. 
Two of her sisters are under my colleague Dr. 
Harry Campbell’s care for the same class of 
ailment. 

This man, Ivor H—, aet. 33 years, is under 
my care for incipient general paralysis of the in¬ 
sane. He probably had syphilis at about eighteen 
years of age, and he came to me in March, 1905, 
for what he describes as “attacks of numbness 
beginning in the toes of the right foot and spreading 
to the rest of the body.” Sometimes these attacks 
are limited to the right side of the body, and then 
he is quite certain that his right hand gets paler 
than his left. These attacks may come on several 
times a day, and sometimes he goes off into a 
faint, which alarms his wife very much. This 
would appear to be an ischaemic attack. 

(7) The passage of a large quantity of pale, 
watery urine after the foregoing and other vaso¬ 
motor paroxysms is very common, and is, no 
doubt, due to the sudden dilatation of the splanch¬ 
nic area. 

(8) Circulatory disturbances other than those 
just mentioned are naturally very frequently met 
with among vasomotor symptoms; and chief 
among these are the palpitation and rapid pulse so 

* Clinical Journal, May 25th, 1904, p. 93; * Lancet,’ 
July 20th, 1901, p. 119. 


frequently met with in hysterical and emotional 
subjects. No doubt these may also be partly due 
to an associated toxaemia; but I have a patient 
now under my care whose pulse, whenever I have 
felt it for the past five years, has always been over 
100, and rises to 140 or 150 with the slightest 
degree of excitement. She has no evidence of 
toxaemia. 

(9) Among the pulmonary disturbances, hurriee 
breathing or an unduly excitable respiratory rate 
are frequent, and asthma is surely very intimately 
related to vasomotor conditions, although it is not 
yet certain whether asthma is due to a vascular 
turgescence of the mucous membrane or irregular 
action of the muscular tissue of the bronchi. 

(10) Migraine has all the characters of a vaso¬ 
motor condition, and one would like to have the 
opportunity of seeing whether the attacks, closely 
observed from minute to minute, are attended by 
congestion or ischaemia of the different parts of 
the surface of the body. It would help to throw 
considerable light on the pathology of this question 
if carefully made observations could be recorded. 
Epilepsy is closely related to migraine # , and is re¬ 
garded by some as a vasomotor condition, though 
the question is still deoated. 

Symptoms of Toxo-angioneurosis. 

Before passing to the next set of symptoms (toxo- 
angioneurotic symptoms) I should like to say a few 
words on the symptoms of toxaemia, using that 
term in its widest sense to mean any blood altera¬ 
tion, whether an auto-infection, such as that due to 
pyorrhoea alveolaris, or intestinal sepsis, or thyroid 
insufficiency or excess, or a hetero-infection, such 
as that due to the specific fevers. 

There are five symptoms which, in my experience, 
are fairly constant in such cases, and which, when 
met with together, should certainly make one think 
that some toxaemia is in operation : (1) restlessness 
and starting of the limbs, especially at night; (2) 
disturbed sleep; (3) nervousness; (4) tinglings and 
feeling of fulness of the legs, accompanied very 
often by “ bursting feelings ” in the head, arms, or 
legs; (5) palpitations of the heart and a rapid pulse. 
These five symptoms together form strong presump¬ 
tive evidence that some toxaemia is in operation. 

There are four other symptoms, all referable 

* Sir William Gowers, * Brit. Med. Journ.,’ December 
8th, 1906. 
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to the skin, which are undoubtedly of vasomotor 
origin, associated with a greater or less degree of 
toxaemia (toxo-angioneurosis): 

(1) An irregular dusky mottling of the skin, 
which can be seen in a good light. Attention has 
not, I believe, been called to this, but if you take 
the opportunity of examining, say, the skin of the 
back or abdomen when the patient strips for 
examination, you will, I think, see such mottlings 
in all toxaemic cases, and they are undoubtedly of 
toxo-angioneurotic origin. This is not to be con¬ 
fused with the regular pink mottling of the skin 
met with in health and youth, but it is an irregular 
dusky mottling, and has often given me a clue in 
ascertaining the cause of the symptoms in cases 
of neurasthenia and other disorders. It is not 
sufficiently pronounced for a photograph, but I am 
able to show you several living examples of it this 
afternoon. With this mottling you will often find 
a congestion of the conjunctiva, which gives to 
toxaemic patients an appearance which is certainly 
suggestive, even as they walk into your consulting- 
room. 

(2) Dermatographia and urticaria factitia are 
also symptoms of a toxo-angioneurosis. This is 
now almost universally admitted. 

(3) In some cases profuse sweating and bromi- 
drosis constitute evidences of toxaemia. I met 
with a very interesting case of a man, about forty- 
five years of age, who had to change his shirt two 
or three times a day, and who, on the slightest 
excitement, would be completely bathed in per¬ 
spiration. I believe that lithaemia was largely the 
cause of this, and he was undoubtedly relieved by 
treatment directed to it. But a residual incurable 
hyperidrosis remained, and now he comes to see 
me only about once a year to know if any fresh 
discovery has been made for the treatment of his 
affliction. 

(4) Various exudative skin conditions are cer¬ 
tainly evidences of toxo-angioneurosis. There 
are three degrees of exudation met with in the 
skin, all of which are toxaemias or toxo-neuroses : 
(1) Serous exudation, as exemplified by urti¬ 
caria, angio-neurotic oedema, and the like; (2) 
sero-sanguineous exudation, as exemplified by 
erythema and erythromelalgia; (3) sanguineous 
exudations, as exemplified by purpura, where the 
corpuscles, as well as the other blood elements, 
find their way out of the vessels. I need hardly 


show you illustrations of the first two. However, 
it is not sufficiently realised what a large part the 
vasomotor system plays in the production of 
haemorrhages, both external and internal (e. g. in 
the stomach), and I should like to show you the 
following case of urticaria pigmentosa, which will 
also carry with it important lessons as regards the 
bearing of vasomotor symptoms on the diagnosis 
and treatment of disease which I shall mention 
later. 

This little boy is eight years old, an^ he has 
been under my care three or four years for the 
eruption which you see, which has existed more 
or less since birth. These pigmented stains all 
over his body are the residue of urticarial spots. 
The eruption comes out in successive crops of 
urticarial spots, which leave behind the stains you 
see. The reason that the urticaria leaves these 
stains in this child is undoubtedly because there 
exists in him some condition of the blood allied 
to haemophilia, which gives it the tendency to 
exude more readily. But there are four reasons 
why I regard this case as a product also of vaso¬ 
motor disorder. First, we know that in hysteria, 
which is in my opinion the best marked type of 
vasomotor disease, we get the same phenomenon 
of haemorrhage, though only *in rare instances. 
Secondly, urticaria, which is the main element 
here, is admittedly a vasomotor as well as a toxic 
disorder. Thirdly, this child presents a great 
many nervous symptoms. He gets into the most 
terrible panics of fear at any suggestion of treat¬ 
ment, and often without any cause. And the 
irritative effects of any but the very mildest treat¬ 
ment upon his skin shows what unstable reflex 
vasomotor centres he has. Fourthly, the most 
efficacious treatment for him so far has been bro¬ 
mides, combined sometimes with calcium chloride, 
castor oil, and cod-liver oil. 

Concerning the pathological explanation of these 
vasomotor symptoms, we are largely driven to 
hypothesis based upon somewhat uncertain and,as I 
have already mentioned, often very fugitive clinical 
facts. To my mind, however, there seems no 
doubt that all vasomotor symptoms are manifesta¬ 
tions of an instability of the reflex centres of the 
sympathetic system leading to irregular vascular 
action. This instability may be either inherent in 
the individual, as in the case of hysteria, according 
to my view of the pathology of that condition, or 
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it may be acquired. There is no doubt that there 
are wide individual variations in the stability of 
these reflex centres; but, apart from this, these 
centres may be acted upon in at least three ways— 
first, by emotion, in many cases ; secondly, and 
beyond doubt, by various toxic conditions; and, 
thirdly, if the observations I submitted on the 
previous occasion are correct, also by peripheral 
irritation, as in the instance of the ileo-hypogastric 
nerve, which when pressed upon excites the ab¬ 
dominal centres and produces a hysterical storm 
(see ‘The Lancet’, July 20th, 1901, p. 119). 

Bearing on the Diagnosis of Various 
Diseases. 

There are many important bearings of vasomotor 
symptoms on the diagnosis of disease. First in 
regard to the diagnosis of neurasthenia and hysteria. 
We find that a large proportion of the symptoms 
of these maladies are really vasomotor, and of the 
four stigmata of the latter (viz. flushings, hysterical 
storms, globus, and ovarie) the first two are cer¬ 
tainly vasomotor in character. Secondly, in the 
diagnosis of toxaemia you will have observed that 
certainly five of the nine symptoms which I men¬ 
tioned to you are of vasomotor origin, and I would 
again emphasise the irregular dusky mottling on 
the skin to which I have drawn your attention. 
Thirdly, in the diagnosis of skin diseases it is of 
the highest importance to take into consideration 
the vasomotor element of the eruption. Look at 
this case of psoriasis, for instance. This zone of 
congestion beneath and around the scaly patches, 
which has raised them from the level of the skin, 
is of vasomotor origin, and gives to this case the 
resemblance to a syphilitic, infiltrated, scaly erup¬ 
tion. But, if you look carefully at this patient, 
you will see she also has dermatographia, and she 
tells us that she flushes after meals, which leads to 


the bearing of this question is still more important, 
although its importance is so often overlooked. 
If you treat the facial conditions which I have just 
! mentioned with strong ointments, you will certainly 
! make them much worse. And if you treat a lupus 
erythematosus with antisyphilitic remedies, this 
j also will become worse. Look at this patient, 
who has papular seborrhcea of the face, but which, 
j by reason of its vasomotor element, has a very 
close superficial resemblance to acne vulgaris. If 
| I had treated this case with strong sulphur oint- 
i ment, he would certainly have got very much 
! worse ; but I gave him instead a lotion of 
| calamine and zinc, and he is already getting 
! better. This man has just now spontaneously 
told me that he also flushes very much after 
meals. Take, again, the little boy with urti- 

| caria pigmentosa whom I showed you just now. 

| He has, unfortunately, contracted ringworm at 
the back of the head. Now, owing to the vaso¬ 
motor instability in him, his skin will not stand 
even the blandest preparations ! Both his mother 
and I have endeavoured to persuade him to allow 
| us to treat the ringworm with X rays, but he 
gets into such fearful panics the moment he arrives 
in the X-ray room that we can do nothing with 
j him. Perhaps this is fortunate, for it is doubtful if 
his skin would stand it.* He is now having a 
simple ointment of 10 gr. of hyd. am. chlor. to 
the ounce, but you see for yourself the irritative 
papules which even this mild ointment produces. 
These are some of the important bearings of the 
vasomotor element of treatment, and I have no 
doubt that this is largely responsible for the 
individual variations one finds in patients in 
regard to their resistance to, or toleration of, this 
or that application. And the practical lesson is, 

| that when the vasomotor element is present you 
! must apply milder and more sedative remedies. 


the idea that there is a gastro-intestinal fermenta¬ 
tion in operation; in point of fact, she is getting 
better under remedies directed to that condition. 
In the diagnosis of facial eruptions this question is 
of even higher importance, for a lupus erythema¬ 
tosus may, by the added vasomotor element, be 
made to resemble a syphilitic lichen, and a papular 
seborrhcea may be made to resemble acne vulgaris. 

Bearing on the Treatment of Disease. 

When we come to the treatment of the disease 


Another important lesson in this regard relates 
to the kind of internal remedies to use as indicated 
by the particular vasomotor symptoms present. 
Two groups of vasomotor symptoms are met with 
amongst out-patients — (1) the angioneuroses 
proper, which indicate, as I have said, an irrita¬ 
bility of the reflex centres; and for these bromides 
still remain our sovereign remedy. If, however, 


* However, since this lecture was delivered the X rays 
have been very carefully applied and the ringworm com¬ 
pletely cured without any untoward result. 
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the symptoms indicate angiospasm, vaso-dilator 
remedies, such as pilocarpine and nitro-glycerine, 
are useful. If, on the other hand, the symptoms 
indicate vascular dilatation, then vaso-constrictor 
remedies, such as ergot and adrenalin, must be 
tried. I have lately seen a case of epidermolysis 
bullosa which is doing remarkably well under ex¬ 
tract of ergot. The patient is now forty-four years of 
age, and had abandoned all hope of benefit, but is 
now loud in his praises of the pills, which he takes 
twice a day. I have another patient, with chronic 
ulcer of the leg, in whom the vaso-dilator element 
is markedly present, and who is doing very well on 
small doses of opium—l)\iij three times a day. 
It is an excellent vaso-constrictor and tonic for old 
age. 

(2) The other of the two chief factors met with 
in hospital patients is toxaemia, and particularly 
that due to bad teeth and pyorrhoea alveolaris. 
One must, of course, endeavour to find the source 
of the toxaemia (diagnosed in the manner I have 
previously indicated) and seek for some pyogenic 
or other source, or a condition of gastro-intestinal 
sepsis, and treat these accordingly. The reason, I 
believe, why ichthyol is so efficacious in some con¬ 
gestive conditions of the face is because it acts so 
well as an intestinal antiseptic. 

January 'jth , 1907. 


Aperients and Peristalsis.— F. Pfaff and L. 
Nelson have observed the effects of drugs on the 
phenomena of peristalsis in the stomach and intes¬ 
tines, exposed in salt solution in such a way that 
respiration of the animals was not embarrassed. 
Well-fed cats and rabbits were used. In their 
preliminary observations of the normal action of 
the viscera under the stimulus of food the most 
striking feature was complete irregularity in the 
action of the intestines; the so-called segmenta¬ 
tion of intestinal contents, which in the last eight 
years has been described as a normal function of 
the intestinal peristalsis, was not once observed. 
They also repeated Cannon’s experiments with 
the X ray. Both methods affected the normal 
condition of the animal to some extent; the saline 
solution may act as a stimulant to peristalsis, but 
the factor which produced the same results in 
the case of the X ray could not be stated a priori. 
—Medical Record^ vol. lxx, No. 23. 


DIAGNOSIS OF THE COMMON SWELLINGS 
OF THE LONG BONES. 

By WILFRED TROTTER, M.S., F.R.C.S., 
Assistant Surgeon to University College Hospital and to 
the East London Hospital for Children. 


The evidence upon which the diagnosis of a dis- 
| ease may be founded is divisible into three classes— 

| first, the physical signs; secondly, the symptoms 
and history of the illness; thirdly, collateral evidence, 
such as personal and family history. These three 
categories are in order of decreasing value, as is 
evident after a little consideration. Physical signs 
are the direct result of the disease, and they are 
obtained by the immediate observation of the sur¬ 
geon; symptoms, again, are the direct results of the 
disease, but, on the other hand, they are obtained 
through the observations of others and are there¬ 
fore, other things being equal, of diminished value. 
Collateral evidence is of an essentially different 
nature from either of the foregoing kinds in Being 
indirect—that is, concerned with the causes rather 
than the effects of disease. Hence, it can never 
reach the standard of value, other things being 
equal, attained by direct evidence. For example, 
a definite physical sign pointing to the diagnosis of 
gumma must always be of more value than a history 
of secondary syphilis or even the presence of gum- 
mata elsewhere. Time will not admit the full 
demonstration of the theoretical basis of this evalu¬ 
ation of evidence, which will therefore be assumed 
as a postulate. 

Granting, then, that physical signs are the most 
important evidences for diagnosis when they are 
, obtainable, it follows that the most valuable guide 
in diagnosis is to be found in the study of morbid 
anatomy. That is to say, in attempting to elucidate 
the diagnosis of swellings of bone we should study 
with great care the morbid anatomy of the various 
conditions, we should then ask ourselves what 
physical signs a tumour of the same nature as a 
given specimen may be expected to produce, and 
then deliberately look for these physical signs in 
clinical work. We shall thus soon determine 
which characters in specimens are mere individual 
variations and which are of general occurrence and 
therefore of diagnostic value. 

No exhaustive account of the possible swellings 
of the long bones is here attempted. Attention is 
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confined to the commoner diseases and these are 
dealt with in a broad and general way, with the sole 
object of rendering diagnosis more certain by gene¬ 
ralising cautiously from clinical and pathological 
experience. In the consideration of each disease the 
morbid anatomy in so far as it bears on diagnosis 
will be rapidly sketched and then the physical signs 
suggested by the anatomical characters and 
found clinically will be described. 

It is obvious that logically the first step in the 
diagnosis of these conditions is the decision 
whether a given swelling arises in connection with 
a bone or not. This, however, need not detain us, 
as the point can usually be determined with ease, 
and a discussion of the comparatively rare cases in 
which there is real difficulty would be too much a 
matter of detail. 

A convenient clinical classification of the swellings 
of a long bone may be founded on the situation 
of the tumour in the length of the bone. It has 
been found to have enough of exactitude to be useful 
in practice, while it is simple enough to be easily 
remembered. 

Chronic Swellings of the Long Bones. 

(a) Swellings involving the whole Length of the 

Bone . 

(1) Osteitis deformans. 

(2) Old acute necrosis of the whole or greater 
part of the shaft. 

(3) Diffuse syphilitic osteitis. 

(4) Diffuse tubercular osteomyelitis. 

(5) Chronic abscess (Brodie’s abscess) at each 
end of the bone. 

(h) Swellings which occur in the Epiphyseal 
Region only. 

(1) Chronic infections of the epiphyseal region 
(Brodie’s abscess and tuberculosis). 

(2) Exostosis. 

(3) Chondroma. 

(4) Central sarcoma. 

(5) Periosteal sarcoma. 

(c) Swellings which may occur in any Part of the 
Length of the Bone . 

(1) Results of injury, (a) Traumatic periostitis. 

( b ) Fracture. 

(2) Typhoidal infection. 

(3) Gumma. 

(4) Secondary tumours. 


Only such conditions as are mentioned in this 
table will be dealt with. Certain rare conditions 
have been omitted deliberately as merely likely to 
confuse what is intended to be a discussion of the 
elements of the subject. Amongst such rare con¬ 
ditions may be mentioned fibroma, lipoma, osteo 
dystrophia cystica, and hydatid disease. 

(a) Swellings which involve the whole 
Length of the Bone. 

(1) Osteitis deformans is essentially a chronic 
change in the bones whereby the compact tissue is 
replaced by a light, spongy, imperfectly ossified 
bone, which is more bulky and less rigid than the 
normal structure. There is no implication of the 
soft parts. The changes are diffuse throughout 
the length of the bone, and though sometimes the 
thickening is greater at one part than at another, 
there is never a definite, abruptly localised swelling, 
and as a rule the enlargement is general, and uni¬ 
form.* 

Clinically, osteitis deformans is a disease of the 
elderly and is extremely chronic. In the majority 
of reported cases the patients had noticed signs of 
the disease for ten years before they came under 
observation. Chronic pains in the bones and 
joints and the presence of the deformities are the 
only symptoms. 

The enlargement is almost always general 
throughout the bone, and is usually quite uniform 
and smooth. The soft parts are not at all involved 
in the bony swelling, though they are often much 
wasted and thus may give the impression of undue 
fixity to the bone. 

There is deformity of the affected bones, most 
marked in the lower limbs. The tibiae and femora 
are almost always bent, with a pronounced con¬ 
vexity forwards and somewhat outwards. 

The distribution of the affection of the bones is 
characteristic; the tibiae, femora, and cranium are 
almost always attacked, very commonly the spine 
and clavicles also, and ultimately all the bones 
may be involved. In the skull the well-known 
enlargement of the cranium, while the face remains 
normal, is produced. The distribution is in most 
cases more or less accurately symmetrical. 

In the symmetrical cases, with involvement of the 


* In certain exceptional cases multiple sarcomata of the 
bones appear in the later stages and then to the uniform 
enlargement localised swellings may be added. 
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skull and with kyphosis, the diagnosis is easy; it 
must be remembered, however, that there are cases 
in which the obvious disease is confined to one 
bone. This is practically always the tibia, and 
there is no disease other than osteitis deformans in 
which a long bone shows a great, general, and uni¬ 
form enlargement, with bending, without involve¬ 
ment of the soft parts, and giving a skiagram 
showing uniform thickening with reduced density. 

(2) Old acute necrosis of the whole or greater 
part of the diaphysis rarely presents any difficulty 
in diagnosis and demands no detailed discussion. 
It produces a very great thickening of the bone, 
perhaps greater than that seen in any other disease, 
and a thickening, which is increased in apparent size 
by the induration of the surrounding soft parts. 
There are many sinuses or, if these have healed, 
scars fixed to the underlying bone. Ankylosis of 
the joints into which the bone enters is not un¬ 
common. The scars are small in area, thick, and 
deeply puckered and depressed, thus differing in 
important respects from those left by gummatous 
ulceration. 

(3) Diffuse syphilitic osteitis. — Bones affected 
with syphilitic osteitis show a more or less general 
thickening throughout the diaphysis, but usually 
with localised thickenings in parts. 

Clinically, the disease is chronic and as a rule 
very painful. The thickening of a given bone may 
be as general as in osteitis deformans, but it is 
much less regular, localised prominences being 
palpable upon it. Usually the surrounding tissues 
are fixed, and there are often actual gummata 
causing the characteristic, extensive, and ill-defined 
involvement of the soft parts. Such gummata 
may ulcerate, though they do not do so readily 
unless they are on subcutaneous surfaces. The 
ulcers and the resulting scars have the usual 
characteristic appearances. 

The diagnosis has chiefly to be made from the 
monosteal form of osteitis deformans, and in the 
absence of ulceration rests upon the irregular 
thickening, with localised bosses and the involve¬ 
ment of the surrounding soft parts. A skiagram 
shows an extensive sclerosis such as is never 
present in osteitis deformans. 

Some remarks may conveniently be made here 
upon the significance in the diagnosis of supposed 
gummata or other evidences of the presence of 
syphilis. To take the negative side first, it may be 


stated dogmatically that both general principles 
and practical experience teach that the failure to 
obtain a history of syphilis is of no valufe whatever ; 
and that the failure to obtain evidence of either 
present or past syphilitic lesions is not of much 
greater significance. On the positive side it must 
be remembered that the establishing of a history of 
syphilis in a case of suspected gumma is merely 
collateral evidence. It tells us that the patient is 
one of a very large class who may possibly develop 
gummata, but it gives us no direct evidence what¬ 
ever about the particular lesion we are concerned 
with and is of very little practical value. The 
presence of other undoubted tertiary lesions else¬ 
where is evidence of the same nature but of much 
greater strength and considerable practical value. 
It tells us that the patient belongs to the com¬ 
paratively small class of syphilitics who do in fact 
develop gummata, and experience teaches us that 
in such patients any swelling is very likely to be a 
gumma. It must always be remembered, how¬ 
ever, that collateral evidence connects in no direct 
way with the* suspected lesion, and it should there¬ 
fore never be used without great caution. The in¬ 
acceptance of collateral evidence may lead to very 
serious errors in all fields of diagnosis, such as the 
failure to recognise malignant disease occurring in 
a patient who also has or has had gummata. 

(4) Diffuse tubercular osteomyelitis is so rare in 
the larger long bones that a reference to it is 
made merely for completeness. As an affection 
of the long bones of the hands and feet it is, of 
course, extremely common and so characteristic as 
to render no discussion of its diagnostic aspects 
necessary. 

(5) Chronic abscess at each end of the bone. —The 
occurrence of two circumscribed abscesses, one in 
each end of the same bone, is extremely uncommon. 
The condition, however, merits some discussion on 
account of its diagnostic importance. A circum¬ 
scribed abscess in the end of a long bone (Brodie’s 
abscess) gives rise to a thickening which spreads 
along the bone and gradually fades as it is traced 
away from the epiphysis. I shall refer to this more 
fully later. When there is an abscess at each end 
a general thickening of the bone results (Fig. 1). 
The diffuse enlargement shown would resemble 
clinically a syphilitic osteitis or an osteitis de¬ 
formans. The signs would, however, be most 
marked at the extremities, where some of the 
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evidences of penetration of the bone by the abscess 
might be present, viz. tenderness, oedema, elasti¬ 
city, etc. As in all cases of bone disease, a skia¬ 
gram would be likely to afford valuable information. 
It would show an extensive sclerosis spreading 
from each end and probably in each epiphyseal 
region a lighter patch due to the abscess cavity. 



Fig. i. —Section of tibia containing a chronic abscess 
in each end. The specimen shows the general en¬ 
largement of the bone produced by this condition. 
The dotted line is approximately that of the normal 
tibia. (From a specimen in the Museum of Univer¬ 
sity College.) 

( ib ) Swellings which occur only in the Epi. 
physeal Region. 

The epiphyseal region of a long bone may be 
defined as including the terminal quarter or third. 
The swellings which are found in it probably 
always arise near the epiphyseal cartilage. They 
tend, however, in most cases to spread in the 
direction of the diaphysis, while the epiphysis tends 
in some cases to become separated from them by 


continued growth of the bone. Thus the associa¬ 
tion between the epiphyses and swellings of this 
class may occasionally come to appear rather 
remote. Except in very unusual cases, the maxi¬ 
mum swelling will be found to be nearer to the 
epiphysis than to the centre of the bone. 

With these qualifications the dictum that these 
swellings only occur in the epiphyseal region may 
be accepted as sufficiently exact for practical 
purposes. 

(i) Chronic infections primary in the epiphyseal 
region ; Brodie's abscess .—It is now generally re¬ 
cognised that both tuberculosis and pyogenic 
infections of the long bones begin in the great 
majority of instances in the cancellous tissue im* 
j mediately upon the diaphyseal side of the epi¬ 
physeal cartilage. When the disease runs a chronic 
course it will be found to display certain character¬ 
istic features of morbid anatomy. The bone im- 
j mediately around the focus (abscess or mass of 
I granulation-tissue) shows more or less rarefaction; 
i and beyond this rarefied zone there is sclerosis for 
a variable distance. The sclerosis is to be regarded 
as a conservative change tending to localise the 
abscess, and upon the extent to which it develops 
will depend the physical signs and clinical course 
of the disease. There seems to be a definite 
! relation between the nature of the infecting organ- 
| ism and the amount of sclerosis which occurs. 
The tubercle bacillus does not as a rule lead to any 
great amount of sclerosis; there is a moderate 
enlargement of the part of the bone involved, not 
usually enough to implicate the whole circumfer- 
j ence, and the destructive changes penetrate the 
bone fairly quickly, causing a subperiosteal abscess 
or entering the adjacent joint. 

While tuberculosis may at times be associated 
with quite considerable thickening of the bone, it 
is, apart from syphilis, almost entirely in the case 
of infection by pyogenic organisms that we find 
really pronounced degrees of thickening and 
sclerosis, with corresponding lengthening of the 
clinical course of the disease.* A chronic abscess 
of the end of a bone with much thickening and 
sclerosis is usually called Brodie’s abscess, circum¬ 
scribed or encapsuled or sometimes merely chronic 
abscess of bone. The last named is the least 


* Localised syphilitic affections of bone, being not essen¬ 
tially epiphyseal in origin, are considered later. 
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satisfactory, as it may lead to confusion with 
tuberculosis. 

The condition is practically always due to the 
Staphylococcus aureus , the common organism of 
acute osteomyelitis, and is usually the sequel of a 
former acute infection. Pyogenic infections of the 
bones share with infections of certain mucous 
cavities, such as the gall-bladder, appendix, and 
Fallopian tube, the peculiarity of being liable to 
become quiescent without any obvious cause and 
of remaining latent for long periods. Thus an 
acute infection of the epiphyseal region of a long 
bone may at any stage become quiescent, the 
progress of the disease being arrested, and the 
organisms remaining latent within the bone, still 
capable of causing inflammatory changes at a later 
period. Such an arrest of progress may take place 
before the occurrence of suppuration, after the 
formation of pus or even after the discharge of pus 
on the surface. In the last named case healing 
follows the discharge of the pus while the bone 
remains infected. 

In a bone containing such a latent focus of 
infection recrudescence may occur in some cases 
as an acute outburst of osteomyelitis, in others as 
a much slower process leading to the condition 
with which we are now concerned, viz. Brodie’s 
abscess. . 

A specimen in which such a slow’ recrudescence 
has occurred will show an abscess cavity, usually 
not much more than an inch in diameter, in or near 
the epiphyseal region. The cavity will be lined by 
a thin layer of granulation and fibrous tissue; 
immediately around this the bone will show some 
rarefaction, but the principal and by far the most 
striking change is the amount of sclerosis which 
involves the bone outside the area of rarefaction. 
This sclerosis involves the whole thickness of the 
bone, and reaches the surface, leading to a diffuse 
enlargement. 

The resulting swelling has certain characteristic 
features; it is concentric, involving the whole cir¬ 
cumference ; it is greatest in the epiphyseal region, 
and when traced along the shaft it fades away very 
gradually, so that no definite end to it can be seen 
or felt. In some cases the abscess will show a 
tendency to spread through the surrounding bone; 
this it does, not by an enlargement of the cavity as 
a whole, but by the formation of a comparatively 
narrow sinus, reaching either the surface of the bone 


or entering the adjacent joint. Clinically such a 
condition will present a characteristic picture. 

The history will usually, but not necessarily, 
contain evidence of a past acute infection of the 
bone, with or without suppuration. Beginning at 
a variable period after this time, there will have 
been chronic pain in the bone, often of great 
intensity and with nocturnal exacerbations. I.ater 
a gradually increasing swelling may have been 
noticed. 

The affected bone is, in the great majority of 
cases, the tibia, and the lesion is usually at the 
upper end, though not uncommonly at the lower. 
The disease is sometimes found in the femur or 
humerus, and is quite rare in any other bone. 

The bone shows a concentric enlargement of 
moderate grade, having its maximum diameter in 
the epiphyseal region. The swelling fades along 
the shaft so gradually that nothing resembling a 
margin can be felt. This gradual shelving may 
lead to the overlooking of the swelling unless a 
careful comparison of the two limbs is made. 

The surface is often a little irregular, but never 
markedly so ; the overlying soft parts are thickened, 
adherent to the bone, and it may be, oedematous. 
The surface is uniformly hard unless the abscess 
has penetrated the bone and is pointing. Then 
there will be first tenderness and then oedema and 
redness, and finally elasticity or fluctuation over 
some single small area. As a rule there is only 
one such spot of softening. 

The neighbouring joint may show one of two 
pictures or both in succession. In the majority of 
cases there is a slight effusion of fluid due to the 
adjacent inflammation. This synovitis is of no 
importance in the distinction between abscess and 
tumour. In a few cases rupture of the abscess into 
the joint causes an acute suppurative arthritis. 

In cases which have followed upon an acute 
osteomyelitis there may be long-standing fibrous 
ankylosis of the joint. 

In a skiagram of a Brodie’s abscess the most 
characteristic feature is the amount of sclerosis. 
The compact tissue is seen to be unduly thick and 
the medullary cavity obliterated to a greater or less 
extent. The situation of the abscess is shown by 
a slightly less opaque area. Such a large amount 
of sclerosis is only seen in three conditions— 
Brodie’s abscess, syphilitic disease, and the rather 
rare form of secondary carcinoma with sclerosis. 
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In the diagnosis of Brodie’s abscess the most im¬ 
portant features are the shape and situation of the 
swelling, its bony consistence, and the involvement 
of the soft parts and the possible presence of a 
single soft spot. Multiple soft areas over the 
swelling should suggest the possibility of tumour. 

When it can be obtained the history of an acute 
inflammation of the bone, followed by a long free 
interval and the gradual onset of the recrudescence, 
is fairly characteristic. When the history of the 
case extends only over a few months the presence 
of the aching bone pain with nocturnal exacerba¬ 
tions should not be allowed to exercise undue 
influence, for exactly similar pain may occur in a 
periosteal sarcoma.* 

(2) Exostosis; spongy exostosis ; ossifying en- 
chondroma \ osteo-chondroma .—An examination of 
a number of spongy exostoses shows that the condi¬ 
tion seems to begin as a localised lateral outgrowth 
of the epiphyseal cartilage. This outgrowth con¬ 
tinues to add new bone to the diaphysis, not parallel, 
however, to that added by the rest of the disc but 
in an oblique direction, so that a projecting but¬ 
tress-shaped mass is formed. For the present the 
lateral outgrowth of cartilage and the rest of the 
disc remain continuous, but an angle appears 
between them ; the diaphysis continues to be 
added to longitudinally, the exostosis continues to 
be added to on its surface, which is oblique to the 
diaphysis. In Fig. 2 are diagrams illustrating 
schematically the stages in the development of an 
exostosis. In the one numbered III the condition 
now being described is illustrated; the cartila¬ 
ginous cap of the exostosis is continuous with the 
epiphyseal disc; the surface of the exostosis against 
which the letter B is placed is that at which growth 
occurs ; the arrows indicate that the directions in 
which the exostosis and the diaphysis grow are at 
an angle with one another. These processes result 
ultimately in the cartilaginous cap of the exostosis ^ 
becoming discontinuous with the epiphyseal disc 
of which it was originally a part (Fig. 2, IV). An j 
indication, however, of this connection is frequently 
present in the form of a prolongation of the cartila- | 
ginous cap towards the epiphyseal cartilage beyond 
the limits of the exostosis. Occasionally one sees, 
even in the cases of exostoses separated by several 




♦There is a valuable paper by Alexis Thomson on 
Brodie’s abscess in the * Edinburgh Medical Journal ’ for 
April, 1906. 


inches from the epiphysis, that the cartilaginous 
cap sends a long spur towards or even joining with 
the disc. 

From the development of the exostosis as a 
lateral buttress-like outgrowth of the shaft, it is 
clear that the aspect of the tumour away from the 





Fig. 2. —Scheme of development of spongy exostosis. 
In I is shown the beginning of the exostosis as a 
lateral outgrowth of the epiphyseal cartilage. In II 
and III the tumour forms a buttress-like outgrowth 
of the shaft and the epiphyseal cartilage is still con¬ 
tinuous with the cartilage covering the exostosis. In 
IV the separation of the cartilage has occurred. 


epiphysis (A in Fig. 2, III) is clothed merely by 
periosteum, and therefore undergoes no consider¬ 
able growth. It remains short and is overhung by 
the projection of the cartilaginous cap and the 
bone formed by the latter. On the other hand, 
the surface directed obliquely away from the 
diaphysis and covered by cartilage is that at which 
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the tumour grows. Hence the tumour enlarges in 
a direction at an angle with the long axis of the 
bone. Thus arises the characteristic shape of the 
tumour; it must of necessity have towards the 
diaphysis an overhanging margin and towards 
the epiphysis a gradually sloping one (Figs. 3 and 4). 

In regard to diagnosis, it may be stated at once 



F ig. 3.—Longitudinal section through a typical exostosis ! 
of the lower end of the femur. The outline of the 1 
bone has been added to show the relation of the 
tumour to it. The contrast between the diaphyseal I 

and epiphyseal border of the exostosis is well seen. I 

that the signs are so characteristic that when the 
swelling is accessible to palpation no mistake is 
possible. 

The tumour is situated near an epiphysis, though 
it may, in long-standing cases, be as many as four 
or five inches therefrom. It is of bony consistence 
and of a slightly bossy surface. It never com¬ 
pletely encircles the bone, though, in the case of | 
its involving the lower end of the ulna, it may I 


surround all the accessible part of the circumference 
and so give rise to the suspicion of a tumour of 
central origin. The margin of the tumour towards 
the shaft is overhanging, the margin towards the 
epiphysis slopes away gradually. This peculiar 
difference of the borders is quite characteristic and 
renders quite certain the recognition of an exostosis 
which is accessible to palpation. A large number 
of exostoses have been examined for this physical 
sign; except in the case of one or two very large 



Fig. 4. —Exostosis of upper end of tibia. The tumour 
is of rather unusual form, but still shows the contrast 
between the diaphyseal and epiphyseal margins. (From 
a drawing by Mr. H. M. Davies.) 


tumours occurring in patients with multiple exos¬ 
toses, no exception to this special conformation 
has been found. 

Owing to the slow and unostentatious develop¬ 
ment of the tumour, evidence derived from the 
patient's history is apt to be misleading. I recall, 
for example, seeing a patient who had fallen on her 
shoulder six weeks earlier, and had since then 
noticed a swelling in the arm. She positively- 
asserted that there had been no swelling there 
before the accident. Such a history, combined 
with an obscurely felt swelling of the upper end of 
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the humerus, gave rise to a suspicion of sarcoma. ! 
Fortunately, the lower end of the tumour was just ; 
accessible to palpation and had the characteristic ! 
overhanging form. At the operation the exostosis 
was found to be no less than 4 inches from the 
epiphyseal line, and thus clearly was of many years’ 
duration. . 

Collateral evidence, from the presence of other 1 
exostoses, may, in some cases, be of considerable j 
value. In these cases of multiple exostoses de¬ 
fective growth of the bones is commonly present. ( 
In the great majority of cases the spongy exostosis i 
is single. The sub-ungual exostosis of the great 
toe displays the characteristic form, but this is, of 
course, not accessible to palpation, and, indeed, 
even the bony nature of the tumour may be ob¬ 
scured by its coverings. The situation of the 
swelling is, however, practically diagnostic. The | 
bones most commonly affected are the large long 
bones, but exostoses are found not uncommonly 1 
on any bone with an epiphysis. In such flat bones i 
as the scapula and ilium the tumour develops in j 
the epiphyseal region and the characteristic form 
of the margins is present. 

In a skiagram an exostosis shows as a buttress i 
of cancellous bone having the peculiarities of out- j 
ine already described. As, however, the cap of 
cartilage is invisible, the extent to which the 
diaphyseal border of the tumour overhangs is much ; 
less obvious in the photograph than it is to palpa- j 
tion. 

(3) Central sarcoma .—Central sarcomata of bone j 
display a considerable variety of structure and a | 
certain variety in their clinical manifestations. The I 
myeloid tumour is, however, by far the most 
common, and produces a characteristic and stable | 
clinical type. It is the one, therefore, which 
mainly concerns us now. A few words of definition 
are, however, necessary. As is well known, all 
varieties of sarcoma of bone are apt to contain 
giant cells. Except in the myeloid, these cells are, 
however, relatively small, do not contain more than 
three or four nuclei, and occur in small numbers. 

In the microscopic diagnosis of a myeloid it is 
necessary, therefore, to establish that the tumour 
contains large numbers (several in a low-power 
microscope field) of giant cells of a special type. 
These, the true myeloid cells, are very large, and 
contain a dozen or more of nuclei massed in the 
centre of the cell. Unless such a definition of a 


myeloid sarcoma be accepted, avoidable errors in 
prognosis are likely to be made. 

If a specimen of an early myeloid be examined, 
it will be seen that the tumour is causing a globular 
enlargement of the end of the bone, and that the 
enlargement ceases abruptly with the limits of the 
tumour. The swelling, therefore, rises from the 
surface of the adjacent normal bone in a steep and 
strongly-marked curve, and the bone immediately 
beyond the swelling is normal in size and shape, 
displaying none of the gradually fading thickening 
which is found in inflammatory lesions (Fig 5). 



Fig. 5. —Schematic outline of early myeloid sarcomata. 
A, In a very early stage; B, later stage, tumour 
beginning to penetrate the bony capsule. The 
articular cartilage resists the progress of the tumour. 
The dotted line shows the limit of the growth towards 
the shaft. 


The enclosing bone is perfectly smooth and the 
soft parts are normal. 

At this stage a section often shows a large 
amount of newly-formed cancellous bone immedi¬ 
ately beneath the capsule of compact tissue, and 
there may be only quite a small proportion of the 
central part of the section which shows soft tumour 
substance. Later the process of bone-formation is 
less rapid than that of absorption; the cancellous 
tissue then disappears, the tumour comes into 
direct contact with the compact capsule and thins 
it. Ultimately perforation occurs, and, as macerated 
specimens show, the penetration usually occurs at 
many places at once. As the bone is being attacked 
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only from one surface and is not infiltrated by the 
growth, spontaneous fracture is rare except in the 
very late stages. The articular cartilages, and to a 
less extent the epiphyseal cartilages, show the usual 
marked resistance to the advance of the tumour, 
so that the actual epiphysis may escape expansion, 
and it is practically never that the adjacent joint is 
penetrated through the articular surface. 

A myeloid sarcoma of a long bone practically 
always occurs close to the end. In flat bones with 
epiphyses a myeloid, should it occur, will involve 
the epiphyseal region—for example, the iliac crest 
or the base of the scapula. This association with 
epiphyses, though very distinct, is, of course, not 
essential, as is shown by the common occurrence 
of the disease in the jaws and its occurrence, 
though rarely, in the flat bones of the skull and 
the non-epiphyseal end of the clavicle. 

Clinically the features of the tumour are as 
follows : The swelling is concentric, enlarging the 
whole circumference, and is of a very character¬ 
istic globular outline. This globular form, rising 
from the adjacent normal bone in a rapid curve, is 
the most important diagnostic sign. 

In the early stages the swelling is very well de¬ 
fined, of perfectly uniform surface, of bony hard¬ 
ness, not tender, and not in any way involving the 
soft parts. 

Three grades in the development of the physical 
signs are recognisable, (i) The hard, globular, 
bony swelling I have just described is, as a rule, 
recognisable with perfect ease; the only swelling 
which at all resembles it is the hard, globular mass 
of callus seen some weeks after the fracture of a 
superficial bone such as the clavicle. In this case 
the situation of the swelling in the length of the 
bone and the presence of deformity decide the 
diagnosis, even without the history. I have 
known, however, a myeloid of the clavicle to be 
mistaken for a fracture. (2) The tumour remains 
well defined and of globular form, but owing to 
the thinning of the compact capsule egg-shell 
crackling is obtainable. This is a sign which in 
actual experience is rarely met with in connection 
with myeloids. It is very unlikely to occur in the 
quite early stages. (3) The bony capsule has been 
penetrated by the growth. Definitely soft areas 
now appear over the surface of the tumour and 
the soft parts become involved. As a rule there 
are several areas of softening, unlike the single soft 


spot which is usual in the case of penetration by 
chronic abscess. 

The involvement of the soft parts leads to the 
tumour in the later stages becoming somewhat 
indefinite. In this condition it may also pulsate 
visibly or palpably. 

The diagnosis of myeloid ahd other forms of 
central sarcoma cannot, as a rule, be made upon 
the physical signs. If, however, a swelling, which 
by its firmness and well-defined outline suggests a 
tumour, and by its involving the whole circum¬ 
ference a central tumour, shows a bossy surface 
and an absence of globular limitation but rather a 
tendency to spread far along the shaft, then it is 
certainly not a myeloid but very probably a central 
sarcoma of some other structure. 

The diagnosis of myeloid from chronic abscess 
rests chiefly upon the characteristic shape of each 
swelling. 

As a rare occurrence a myeloid sarcoma expands 
the bone eccentrically, and may thus assume some 
of the characters of a periosteal growth. The 
swelling will still have in the early stages the abso¬ 
lutely smooth bony surface and will rise from the 
shaft with the characteristic rapid curve. 

The skiagram of a myeloid shows a complete 
absence of sclerosis, the abrupt limitation of the 
expansion of the bone, and a thin layer of compact 
tissue surrounding a relatively translucent area. It 
is to be remembered that within the compact cap¬ 
sule there may be a large amount of cancellous 
tissue. In the rare cases of eccentrically develop¬ 
ing myeloid the skiagraphic demonstration of 
the capsule of compact bone will be of great 
importance in the differentiation from periosteal 
sarcoma. 

(4) Periosteal sarcoma .—If specimens of perio¬ 
steal sarcoma be carefully dissected, certain 
characteristic features of gross morbid anatomy 
bearing on diagnosis are very evident. 

In the first place the situation of the maximum 
swelling is almost always distinctly nearer to the 
epiphysis than to the middle of the bone. 

Secondly, the tumour will be found to present 
two different relations to the periosteum. In some 
places it will be found to be growing between the 
periosteum and the bone (Fig. 6, A and B); here, 
therefore, the edge of the swelling will have a 
gradually sloping form. In other places the peri¬ 
osteum has been penetrated by the tumour, which 
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bulges through it and gives to this part of the 
swelling an abrupt edge. 

Thirdly, in any stage at all early the specimen 
shows that the tumour does not completely enwrap 
the bone. Examination will show that this is due 
to the resistance to the circular spread of the 
growth which is offered by tendons attached to the 



Fig. 6. —Periosteal tumour of upper end of humerus— 
anterior aspect. At A and B the growth is spreading 
under the periosteum. At C is seen the area on to 
which the growth has been prevented from extending 
by the tendons of the pectoralis, teres major, and 
latissimus muscles. (From a drawing by Mr. H. M. 
Davies.) 

bone ; such gaps in the extent of the tumour will 
correspond therefore with the sites of tendinous 
insertions. In Figs. 6 and 7, which illustrate the 
distribution of a periosteal sarcoma of the upper 
end of the humerus, it is well seen how the areas 
of attachment of the outer head of the triceps, of 
the pectoralis, latissimus, and teres major, and of 
the deltoid are spared in the spread of the growth. 
In Fig. 8, which is a diagram of a transverse sec¬ 


tion through a periosteal sarcoma of the lower end 
of the femur, it is seen that the tendons attached 
to the lower end of the linea aspera have effectually 
prevented the extension of the growth across the 
back of the bone. It is to be observed that this 
resistive character of the tendinous structures only 
comes into play with regard to the extra-periosteal 


B 


A 


Fig. 7.— Periosteal sarcoma of upper end of humerus— 
posterior aspect. At A is seen the area occupied by 
the insertion of the deltoid which has produced a 
deep notch in the edge of the tumour. There is, 
however, growth beneath the periosteum here. At B 
is the area of attachment of the outer head of the 
triceps, free from growth and thus producing a most 
characteristic modification in the outline of the 
tumour. (From a drawing by Mr. H. M. Davies.) 



part of the growth. The growth which is still sub¬ 
periosteal is able much more readily to pass the 
line of a tendon and then produces an extension 
of the swelling, which, however, has the usual 
characteristics of such subperiosteal parts in being 
inconspicuous in size and having a sloping margin. 
In Fig. 7 at A the extra-periosteal swelling is seen 
to have been retained by the tendon of the deltoid, 
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but the surface to which the tendon was attached 
is infiltrated by subperiosteal growth to a thickness 
of nearly a quarter of an inch. 

Fourthly, a section of the specimen will gene¬ 
rally show that the growth has quite early pene¬ 
trated the bone and extended along the medullary 
cavity. The compact tissue is thus in contact with 
the tumour on both surfaces. There is, of course, 
no consequent expansion, but the bone is rapidly 
attacked and there is thus a much greater tendency 
to spontaneous fracture than there is in the case of 
myeloid sarcomata. 

With regard to the substance of periosteal sarco¬ 
mata, it is fairly accurate to say that they are either 



Fig. 8.—Diagram of section through a periosteal sar¬ 
coma of the femur. A is at the linea aspera ; the 
deep groove shows well how the tendons attached 
here have restrained the growth of the tumour. 

hard or very soft. The hard form is the commoner, 
and may be associated with chondrification or 
ossification. The soft form is often almost diffluent. 

To turn now to the clinical application of these 
facts, we may begin by recognising two fairly dis¬ 
tinct clinical types, the hard tumour and the soft. 
The former and commoner is usually the easier of 
diagnosis ; we shall deal with it first. 

The tumour occupies the part of the bone be¬ 
tween the middle and one end, usually having its 
maximum diameter near the epiphyseal region. Its 
substance is firm, its outline well defined, and 
its surface bossy. It does not completely encircle 
the bone, and the defects in its circular continuity 
will be found to correspond with the attachments 
of tendons ; similarly, the margins may be affected 
by the neighbourhood of tendons and show bays 
and grooves. 


The margin of the tumour shows the characteristic 
peculiarity that in places it slopes away gradually, 
while in others it is prominent and abrupt. The 
abrupt parts are usually more extensive than the 
sloping, which are inconspicuous and not readily 
recognised unless carefully looked for. 

The soft form of tumour is extremely difficult to 
recognise clinically. It closely resembles a deep- 
seated abscess of the soft parts. Mistakes in 
diagnosis in both directions are common. In 
actual practice an exploratory incision usually has 
to be made before a diagnosis is possible. 

All forms of periosteal sarcoma may pulsate, and 
this is a sign which should always be carefully 
looked for. It is perhaps more common in the 
soft tumour than in the hard. But even with very 
vascular growths it is frequently imperceptible to 
the most careful examination. 

The skiagram, as in all other diseases of bone, is 
of great importance. As a rule, the changes are 
purely destructive, and this is the most important 
feature of the picture ; the bone shows that the 
compact tissue in the region of the tumour is being 
destroyed from without. A faint outline of the 
tumour may be visible. When the tumour has 
penetrated the medulla this part will be unduly 
translucent owing to destruction of the cancellous 
tissue. The bone shows no expansion whatever. 
When the growth is ossifying a mass of bone is 
seen to be attached to the shaft and having a very 
indistinct outline. There is no sclerosis. 

(To be concluded.) 

January ytti, 1907 . 


The Yalue of Sahli’s Desmoid Reaction.— 

Aldor has reviewed the work of observers who 
have tested Sahli’s desmoid method for determin¬ 
ing the functional efficiency of the gastric juice, 
and has described experiments of his own made 
with artificial gastric juice, and in twenty-five cases 
of different sorts of gastric disorders. He con¬ 
cludes that the desmoid reaction is not a reliable 
test for free hydrochloric acid, but that it is to be 
regarded as an index of the general proteolytic 
power of the stomach, and that it gives only very 
general information. in regard to the digestive 
power of the gastric secretion .—Medical Record\ 
vol. lxx, No. 23. 
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A CLINICAL LECTURE 


on 


SOME CASES OF PARALYSIS OF 
THE LEGS IN WOMEN. 

Delivered at St. Bartholomew’s Hospital. 

By J. A. ORMEROD, M.A., M.D., F.R.C.P., 
Physician to the Hospital and to the Hospital for the 
Paralysed and Epileptic, Queen Square. 


Gentlemen,— I thought you might find it in¬ 
teresting and instructive to see three cases now 
under my care which illustrate the subject of 
paralysis of the legs in women. Two of them are 
from John Ward in this hospital, and the other is 
at the National Hospital for the Paralysed and 
Epileptic in Queen Square. All three happen to 
be women—that is partly chance, and partly 
because, on the whole, the class of case 1 am 
going to show you is most common in women. 
At any rate, it is in women that the question of 
hysteria, that difficult question of diagnosis, is 
most often raised. 

There are two preliminary remarks which I 
must make. First, these cases only illustrate a 
few of the types of paraplegia. There are many 
others, even common ones, which I do not at 
present show you. Secondly, you must not think 
that the question of diagnosis is a mere refinement, 
a sort of pathological conundrum, which is in¬ 
teresting to the pathologist but of no consequence 
to the patient. The patient may not care to know 
what convolution of his brain is affected, or which 
inch of the spinal cord is involved, but he does 
care to know about the prognosis, and this largely 
depends upon the diagnosis. Now, before you 
can tell whether a patient is likely to get better or 
not you must ask yourself some of these questions : 
Is this organic disease or is it a “functional” or 
“ hysterical ” affection, one in which we presume 
there is no organic disease ? If there he organic 
disease, is it of a kind which will get well under 
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treatment or is it of that kind which we call 
progressive, which will get worse and worse as time 
goes on ? 

This first case is from John Ward of this hospital. 
She is thirty years of age, and has been married 
four years. She complains of weakness of the legs, 
which her doctor told her was due to neurasthenia. 
Probably this was a term used to cover other 
possibilities. She has had mild influenza three 
times, the last attack having occurred five or six 
years ago. I do not suppose that this has any¬ 
thing to do with her present condition, but it will 
be convenient to reserve the discussion of the 
cause of her paralysis till she has left the room. 
In December, 1905, she fell accidentally while 
going upstairs and bruised her legs, and she has 
felt pain in her legs like that arising from a bruise 
ever since. Two or three months later—that is to 
say, in the spring of last year—she had much worry, 
and became generally out of sorts, and her legs 
became weak. This weakness has increased ever 
since, and her feet have felt numb. She is now 
rather thin, but otherwise healthy-looking. She 
has difficulty of walking, due to weakness of the 
legs. Her gait is peculiar. She lifts her legs 
rather high at the knees as she walks, in order to 
clear her toes of the ground, for there is paralysis 
of the muscles which dorsiflex the ankle-joints and 
the great toes. Notice as she sits how her foot 
drops down, and the great toe in particular. You 
see that this is due to paralysis and not to con¬ 
tracture of the muscles, for passive movement of 
these parts is quite easy. The muscles are small, 
even wasted, and when examined electrically show 
a typical reaction of degeneration. The knee-jerks 
are absent. There is no ankle-clonus. Babinski’s 
sign is not present; indeed, the paralysis of the 
great toes would prevent its occurrence, even if 
the plantar reflex were of that particular type. 

With regard to sensation, although she has com¬ 
plained of numbness in the feet, she can feel and 
localise touches and pricks there There is a little 
tenderness of the left calf. The hands are quite 
natural, the sphincters act naturally, so do the 
pupils and the ocular muscles. Now, the term 
“neurasthenia,” with which she was provided, 
raises the question of functional disease—in other 
words, hysteria. But this we can exclude, because 
there are conditions present which are incompatible 
with hysteria. These are, first, the absence of 


knee-jerks, which, so far as I know, are never 
absent in hysteria pure and simple ; secondly, the 
condition of the muscles, which are wasted and 
show the reaction of degeneration ; thirdly, the 
fact that the paralysis does not affect the lower limbs 
as a whole nor any particular segment of them, 
but picks out certain definite muscles. So this is 
not a case of hysteria. Then what is it ? Again I 
ask you to notice the flaccid paralysis of the muscles 
and their electrical reaction of degeneration. 
This means that the disease is localised in the 
lower motor neuron—that is to say, in that part of 
the motor tract which extends from the anterior 
cornual cells of the cord to the end of the nerves, 
/. e. cells, nerve-roots, nerve-trunks, or nerve- 
endings. If the disease is within the cord, it must 
be limited to the anterior cornual cells, because if 
it were diffuse and included the whole lumbar 
segment, there would be sensory paralysis and 
paralysis of the sphincters. So we conclude it is 
not in the cord, unless it be limited to the 
anterior cornual cells—that is to say, unless it is a 
subacute anterior poliomyelitis. But that disease 
is very rare and therefore I dismiss it. So that 
leaves us with the conclusion that the lesion is in the 
nerves. But if it is in the nerve-trunks obviously 
it must be symmetrical, and symmetrical disease of 
the nerve-trunks is, again, an uncommon thing. So 
by this method of exclusion we come to disease 
affecting the nerve-endings—that is to say, a peri¬ 
pheral neuritis, an inflammation or degeneration of 
the ends of the nerve-trunks. Now, not only is this 
a very common disease, but it is one which produces 
exactly the symptoms which you see, viz. a sym¬ 
metrical paralysis affecting chiefly the dorsiflexors 
of the feet and toes, with wasting of the muscles 
and absence of knee-jerks, and leaving the sphincters 
unaffected. 


This second case also comes from John Ward. 
She is 35 years of age, and her complaint is mainly 
difficulty in walking. She came in on September 
25th and then her principal symptoms were only of 
three or four weeks’ standing. In her previous 
history there is nothing of consequence. As 
regards her family history, she appears to come of 
a neurotic family, for her mother is in an asylum 
and her sister has been in one. With regard to 
her present illness, she thinks her memory has 
been failing during the last twelve months. During 
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the summer she used to have dimness of vision 
from time to time, and in August she had numbness 
and tingling and coldness in the fingers of both 
hands. Early in September she had a sudden attack 
of weakness and numbness in the legs while walking 
in the street. She managed to get home, but the 
weakness returned the next morning and the legs 
have been weak ever since. For fourteen days before 
admission she could not walk or stand at all. The 
numbness of the hands became worse and she used 
to find difficulty in using them for fine work, such 
as sewing. She now has difficulty in moving her 
legs and the legs become stiff when they are handled 
or an attempt is made to move them. Her gait is 
peculiar: all her limbs seem to become stiff when 
she walks; she lifts her feet very little, puts her 
heels to the ground first, and brings down her toes 
with some effort. In all these respects it contrasts 
strongly with the gait of the first patient. In the 
upper limbs there was some weakness of grip when 
she was admitted, and some tremor on movement. 
On examining the legs you see that there is no 
wasting of muscle, no special paralysis of one 
muscle more than another; the knee-jerks are 
exaggerated, and there is a very marked ankle- 
clonus. The plantar reflex varies ; sometimes on 
tickling the sole the great toe turns up (extensor 
plantar reflex, Babinski’s sign), sometimes it turns 
down. To-day you see there is a distinct Babinski’s 
sign, obtainable on both sides. There is no affec¬ 
tion of speech, no nystagmus, and Mr. Jessop says 
the optic discs are normal. This is a more diffi¬ 
cult case to diagnose than the first. There is more 
difficulty in excluding hysteria. Her mental con¬ 
dition (she is distinctly emotional and excitable), 
the peculiar gait, the spasticity of her limbs, the 
exaggerated knee-jerks, are all compatible with 
and indeed suggestive of hysteria. Are there then 
symptoms which are incompatible with that dia¬ 
gnosis ? We look to see if there is any squint, any 
abnormality of pupils, nystagmus, optic atrophy, 
localised muscular wasting, reaction of degenera¬ 
tion, incontinence of urine or faeces, but there are 
none of these things. But when we consider the 
condition of the limbs we notice first the ankle- 
clonus. Typical and persistent ankle-clonus occurs 
in hysteria very rarely, if ever. Secondly, the 
extensor plantar reflex (Babinski’s sign) is generally 
held to be conclusive evidence against hysteria. 
It is present in this case, but not invariably present. 


These, then, are symptoms which favour the 
diagnosis of organic disease. Further, I think 
that the grouping of the symptoms is against the 
diagnosis of hysteria. You should notice that the 
numbness and paresthesia and the paralysis of the 
legs are not associated with any anaesthesia to 
objective tests. In hysterical paralysis such anaes¬ 
thesia is a common feature. So if it is not hysteria 
it is an organic disease, and we have to ask our¬ 
selves what organic disease it is likely to be. It is 
obvious that the spastic character of the paralysis 
points to disease of the cord and not to disease of 
the nerves. The numbness and slight tremor of 
the hands point to a disease of the cord which is 
widely spread and not localised to its lower parr. 
Probably it is either disseminated sclerosis or else 
it is an instance of that rare complaint known as 
subacute combined sclerosis of the posterior and 
lateral columns. I cannot exclude the latter, but I 
think that disseminated sclerosis is the more pro¬ 
bable. It is difficult to give exact reasons for this 
opinion, it really comes to be a matter of experience 
I could produce to you at the present time a series 
of three cases which lead up from this case to one 
which you would have no doubt was disseminated 
sclerosis. You can see these cases in the wards 
at Queen Square. I will give you the bare details of 
them. The present case has numbness of extremities, 
spastic paralysis of the legs, a peculiar spastic gait, 
ankle-clonus, and a variable Babinski’s sign. In 
one case at Queen Square there is numbness of 
the limbs, slight impairment of sensation, weakness 
and rigidity of the legs, spastic and ataxic gait, 
Babinski’s sign always present, slight nystagmus. 
In a second case there is weakness, with some 
rigidity of the legs, an unsteady and dragging gait, 
Babinski’s sign always present, definite ocular 
paralysis, nystagmus, pale optic discs, a slight 
affection of micturition. The third case is that of 
a woman set. 29 years, who has had her complaint 
eleven years. There is numbness of the limbs, 
spastic paralysis of the legs, so severe that she can¬ 
not stand without help, nor sit up in bed, ankle- 
clonus, Babinski’s sign, tremors of the hands, an 
affection of speech, slight nystagmus, optic atrophy, 
marked affection of micturition. So you have 
a graduated series, which takes you from this, 
which I consider an early case of disseminated 
sclerosis, to one which is advanced. The next 
best proof would be afforded if we had the 
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opportunity of watching the further course of | 
this case. | 

Recently I did have an opportunity of watching j 
a case which was almost the counterpart of this ' 
one. That was a woman whom I showed you here 
in a lecture at the end of 1904.* She had been ill 
about six or eight months, with numbness of the 
hands and feet and difficulty in walking. There 
was a definite ankle-clonus and extensor plantar 
reflex (Babinski’s sign), so we diagnosed commenc¬ 
ing organic disease, but there was the same doubt 
as to the exact nature of the disease. She con¬ 
tinued under my observation for some months at 
Queen Square Hospital. While there she de¬ 
veloped tremors of the hands and optic atrophy, 
and we then made the diagnosis of disseminated 
sclerosis. She left Queen Square and went through 
various phases of improvement and relapse, until 
she went to Charing Cross Hospital, under Dr. 
Mott, who made the same diagnosis. She died at 
home at the beginning of 1906. 

I will now show you a case of genuine hysterical 
paralysis. This girl, aet. 16 years, was never very 
strong, and is said to have had convulsions in 
infancy and some weakness of the left side ever 
since. So much, indeed, of her symptoms may 
have had an organic basis. Her present illness 
began three years ago, when she was frightened by 
someone dressed up in a sheet. Four days later 
she had a fit of “screaming convulsions,” in which 
she was violent and tried to bite the bystanders. 
After that weakness of the left side appeared, and 
during the last two years it has steadily increased, 
and a certain amount of contracture of the left 
thumb and fingers appeared. Two and a half 
to three years ago she began to use crutches be¬ 
cause her left leg got so weak. The right leg was 
unaffected until three months ago. Then she had 
an accident and hurt her right foot. Afterwards 
the right foot began to turn inwards, and she was 
only able to crawl about with crutches. She also 
had a difficulty in sitting up in bed. Five weeks 
before admission (she was admitted on September 
7th last) the fits recurred, and seemed to begin 
with twitchings of the left thumb and left forefinger. 1 
Ever since that the left side has been weak and 
numb. Two years ago she had some ulceration of 

* Published in the Clinical Journal, January 18th, j 

1905- I 


the left leg, the reason of which w’e do not know. 
The scars of it still remain. On admission she 
seemed healthy, quiet, undemonstrative, and not 
at all in the psychical condition which one gene¬ 
rally connects with hysteria. She could not stand 
without assistance, nor rise up in bed, nor move 
her left leg at all nor her right leg well. There 
was marked contracture of both feet. In the 
upper limbs there was little wrong save a certain 
loss of power in the left arm and a slight con¬ 
tracture of the left hand. She had lost sensation 
on the left side of her body, left side of the face, 
and left limbs ; this loss was most complete in the 
lower limb and lower part of the trunk. She could 
not see well out of the left eye. Since admission 
there has been some slight improvement. You see 
the peculiar condition of the lower limbs. The 
legs are still stiff, though less than they were. Both 
feet are in a position of equino-varus. This is due 
to muscular contracture, for, as you see, the foot can 
be brought to the normal position by forcible mani¬ 
pulation. There is no ankle-clonus. The knee- 
jerks are marked. The plantar reflexes are of the 
normal (flexor) type. Just at present the feet are 
cold, and I can obtain no plantar reflex at all. 
There is no squint, nor nystagmus, nor optic 
atrophy, nor any sort of sphincter paralysis. Pro¬ 
bably you will ask why I call this case hysterical 
whep she exhibits some symptoms, viz. contracture 
and paralysis of her lower limbs, even more defi¬ 
nitely than the other woman whom I thought had 
organic disease. Well, these two symptoms may, 
and very often do, occur in purely hysterical cases, 
and if in this case they were due to organic spinal 
disease I think it is almost certain, looking at 
their intensity and the length of their duration, 
that they would have been accompanied by ankle- 
clonus or Babinski’s sign. But as a matter of fact 
all her reflexes are normal. Again, we can find in 
this case none of those other symptoms which are 
generally considered to point to organic disease. 
I need not enumerate them again. And thirdly, 
she exhibits certain symptoms which are so common 
in hysteria that they have been called the stigmata 
of that disease. One of these is anaesthesia ; she 
had a well-marked left hemiamesthesia when first 
seen. The other is a peculiar affection of the 
vision. An examination of her fields of vision 
showed that there was a concentric narrowing of 
them, moderate in degree as regards the right eye. 
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but very great in the left, so that she could not 
see well out of her left eye. This symptom is 
common in hysteria. You will find it discussed 
in Charcot’s well known lectures. Again, this 
patient has, or did have, certain areas of pain and 
tenderness under the left breast and in the left 
inguinal region, which, again, are very common in 
hysteria. And lastly, the paralytic condition began 
or got worse after fits of an undoubted hysterical 
natute. So I think that the diagnosis of hysteria 
is pretty certain, although I do not include under 
that heading two facts in the case—first, the history 
of fits in infancy, followed by weakness of the left 
side; these are unlikely to have been hysterical; 
secondly, the marks of ulceration on the leg, which 
are probably due to some other cause. 

I will now recur to Case 1. I think that her peri¬ 
pheral neuritis is due to the common cause of that 
disease, namely alcohol. Peripheral neuritis may 
have many causes—poisons of various kinds, or 
post-febrile conditions, or constitutional conditions, 
but since the husband of this patient volunteers 
the statement that she has taken too much alcohol, 
we need not go farther afield in search of a cause 
for her paralysis. But I would point out to you 
that there are two things unusual in her case : one is 
the very slight degree of sensory affection—pain, 
tenderness, or anaesthesia (in alcoholic neuritis, pain 
and tenderness are commonly marked features); 
secondly, that as far as we have been able to make 
out there are no mental symptoms. She is clear 
in her mind and there is not present that affection 
of memory and confusion as to places and persons 
which is so frequent in alcoholic neuritis. We may 
perhaps conclude that the poison has not got a firm 
grip of her nerve-centres. The peripheral nerves 
will recover, and under proper conditions she will 
get quite well, and if she will only abstain from 
alcohol she will remain well. 

The prognosis of the second case depends on 
the diagnosis. If it be disseminated sclerosis, as 
I think it is, she may have before her a long and 
chequered career of ups and downs, but I fear she 
will finish as an incurable paralytic. 

With regard to the third case, no doubt her present 
symptoms are curable. Probably the cure will be 
slow, for it is recognised that hysterical contracture is 
an obstinate symptom. Still, she is getting better, 
and I think she will get well of her present sym¬ 
ptoms. But matters may not end there, because 
her hysterical proclivities will probably remain 
and the volcano may break out again. That will 
depend very much on circumstances and the con¬ 
ditions of life in which she finds herself. 

January 14 th, 1907. 


APOPLEXY AND ITS TREATMENT. 

A Lecture delivered at the Polyclinic. 

By LEONARD GUTHRIE, M.A., M.D.Oxon., 
F.R.C.P.Lond. 

By apoplexy is meant loss of consciousness, of 
! sensation, and of voluntary movement, occurring 
| more or less suddenly in consequence of rupture 
j or blockage of cerebral vessels. 

The term “apoplexy” implies that the patient is 
instantly struck senseless and motionless by the 
lesion, but except in cases of rupture of a large 
aneurysm or of sudden occlusion or rupture of an 
important vessel, deep and instantaneous coma is 
j rarely the result of an intra-cerebral vascular 
I lesion. 

I Far more frequently the immediate result of 
| haemorrhage or of occlusion of cerebral vessels is 
sudden vertigo, pain in the head, vomiting and 
1 collapse, or syncope more or less profound. To 
' this condition the term “ cerebral surprise ” has 
I been applied. From such initial shock there may 
be no complete return to consciousness, or a 
rally may occur only to be followed gradually by 
drowsiness, stupor, and coma. In so-called in¬ 
gravescent apoplexy the arrival of coma is only 
more protracted than usual. It is caused by slow 
oozing from a small aperture in a vessel, or to 
gradual spread of thrombosis ; it is not a distinct 
variety of apoplexy. Cases of both haemorrhage 
and occlusion of cerebral vessels may occur with¬ 
out any loss of consciousness, but in this lecture 
only cases in which loss of consciousness attends 
or supervenes on apoplexy will be considered. 

It will be convenient and also important for the 
discussion of treatment to divide apoplexy into 
two stages : 

(1) The stage of “ cerebral surprise,” or initial 
collapse or syncope, and 

(2) The stage of coma. 

Causes of Cerebral Hemorrhage. 

! Healthy vessels do not burst, even when vascular 
| tension is high and the heart is hypertrophied. 
In all cases of cerebral haemorrhage weakness of 
the vessel wall precedes rupture. Such weakness 
may be due to atheroma, patchy or diffuse; to 
brittleness of the vessel walls, the result of senile 
| degeneration which may be premature : to syphilitic 
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endarteritis; to local inflammation of the coats of 
vessels set up by a septic infarct; to the vascular 
degeneration which is associated with chronic 
interstitial nephritis. 

Haemorrhage may result from rupture of miliary 
aneurysms which have formed in the tunics of 
diseased vessels. Such minute aneurysms are, as 
a rule, multiple, but may be single, and therefore 
escape detection after death. Hence the extrava¬ 
sation may be thought, erroneously, to have taken 
place from healthy vessels. The difficulty in 
discovering the exact source of cerebral haemor¬ 
rhage after death is well known. 

In most cases, however, during life the signs of 
chronic interstitial nephritis, thickening, rigidity of 
accessible arteries, high pulse tension, hypertrophy 
of the left ventricle are present and at once suggest 
cerebral haemorrhage as the cause of apoplexy. 

Chronic interstitial nephritis, with associated 
vascular changes, is found in from 60 to 70 per 
cent, of cases of fatal cerebral haemorrhage. This 
disease may affect young as well as middle-aged 
and elderly people. The writer has met with two 
cases of cerebral haemorrhage from this cause in 
children set. 7 and 12 years, and others have been 
recorded. 

The immediate cause of haemorrhage is com¬ 
monly attributed to sudden mental excitement or 
physical strain, which increases cardiac activity 
and vascular tension and impedes return of venous 
blood from the brain to the heart. Many attacks 
of apoplexy occur under such conditions, but 
doubts as to their potency have been entertained 
because cerebral haemorrhage not infrequently 
takes place during sleep, when cerebral circulation 
is presumably quiet. In answer to such objections 
it may be urged that a vivid dream may supply 
sufficient cardio-vascular excitement to burst weak 
arteries. Also, although the brain as a whole may 
be more anaemic during sleep than in waking 
hours, it is stated by Spehl that the basal ganglia 
during sleep are in a state of relative congestion, 
and therefore apt to become the site of haemor¬ 
rhage. Moreover, partial asphyxia occurring in 
deep stertorous slumber, by inducing venous con¬ 
gestion of the brain, may put a bursting strain on 
weakened arteries. 

Haemorrhage may arise from rupture of any 
cerebral arteries, but the middle cerebral or Sylvian 
artery most frequently gives way, and particularly 


its branches, which supply the lenticular nucleus 
and internal capsule (lenticulo-striate and lenti- 
culo-optic arteries). Haemorrhage in 644 per cent, 
of cases occurs in the region of the internal capsule. 
The next most frequent site is the pons varolii. 

Occlusion of Cerebral Vessels. 

Causes. (1) Embolism. —An embolus large enough 
to occlude a cerebral artejy of considerable calibre 
can only come from the heart, and only from its 
left cavities, unless the foramen ovale be patent. 
Minute emboli from the venous system might 
conceivably traverse the pulmonary capillaries, 
reach the left heart, and so be carried to the brain, 
but could only cause mechanical obstruction by 
the magnitude of their number or by giving rise 
to abscess owing to their septic nature. 

Cerebral embolism, therefore, occurring in the 
course of pelvic inflammation or during the puer- 
perium is almost invariably due to detachment of 
fibrin from a diseased mitral valve, or to the pas¬ 
sage of a thrombus from the cardiac cavities into 
the circulation. 

Mitral stenosis is the commonest cardiac lesion 
causing cerebral embolism. The reason may be 
that in this disease the direct flow of blood from 
auricle to ventricle is more forcible than in other 
conditions, and so more likely to detach fibrinous 
nodules from a button-hole valve; or mitral 
obstruction may cause thrombosis in the left 
auricle, from which portions may be washed into 
the cerebral circulation. 

Aortic disease is a much less frequent cause of 
embolism. 

Disease of the pulmonary veins and aneurysm at 
the base of the heart may occasionally lead to the 
detachment of a thrombus, which is swept into the 
cerebral circulation. 

(2) Thrombosis may be due to disease of blood¬ 
vessels, or to a morbid condition of the blood itself, 
which may cause it to coagulate within the vessels. 
Such conditions are chlorosis, diabetes, and per¬ 
haps gout. Any prostrating illness, such as diph¬ 
theria or enteric fever, may occasion intra-vascular 
clotting, whilst it is not uncommon after child¬ 
bearing, or during pregnancy and lactation. In 
elderly subjects sluggish circulation may induce 
local coagulation. The diseases of vessels which 
give rise to thrombosis are the same as those which 
cause haemorrhage. 
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Differential Diagnosis between Apoplexy 
due to Haemorrhage and that due to 
Occlusion of Cerebral Vessels. 


The diagnosis is always a matter of probability 
rather than of certainty. Trousseau’s rule was that 
sudden and complete hemiplegia occurring without 
loss of consciousness implies occlusion of cerebral 
vessels, whilst if there be loss of consciousness 
haemorrhage may be diagnosed. The rule is not, 
however, absolute, although in the majority of 
cases it holds good. 

Sudden and complete blockage of a large 
cerebral artery by an embolus will, no doubt, 
cause loss of consciousness by depriving a large 
area of the brain of its blood-supply all at once. 

On the other hand, thrombosis of a cerebral 
vessel dependent on disease of its walls is often a 
gradual process, although its completion may be 
sudden. Hence gradual thrombosis is not, as a 
rule, attended by so great a shock or syncope as is 
embolism of a large vessel, and primary uncon¬ 
sciousness from shock or syncope is accordingly 
more rare in thrombosis than in embolism. Small 
haemorrhages and limited vascular occlusion may, of 
course, occur without shock or subsequent coma. 

As previously mentioned, apoplexy from cerebral 
haemorrhage is nearly always ingravescent. Sudden 
coma is more likely to be due to embolism of a 
large vessel than to thrombosis or to haemorrhage, 
unless from bursting of an aneurysm or from rupture 
of a large vessel. 

As regards premonitory symptoms and the aid 
which they afford to diagnosis, embolism is, of 
course, preceded by none. Gradual thrombosis is 
frequently ushered in by cerebral symptoms, such 
as headache, mental confusion, giddiness, weak¬ 
ness, or paresthesia of limbs of hemiplegic type. 

Haemorrhage, theoretically, should give no warn¬ 
ing of its onset. Yet it should be remembered that 
haemorrhage into areas previously softened by 
thrombosis is by no means uncommon, and in 
such cases a history of cerebral symptoms, with or 
without paresis or temporary hemiplegia, is of great 
importance. 

Were these cases taken into consideration, it is 
probable that primary cerebral haemorrhage would 
be found to be far less frequent than that secondary 
to thrombosis. 

Other factors which may assist in the diagnosis 


1 


1 


between vascular occlusion and haemorrhage are 
the age of the patient and the condition of his 
heart, arteries, and kidneys. 

Although, as previously stated, haemorrhage may 
occur at all ages, even in young children, it is rare in 
subjects under forty. In young people, if chronic 
renal disease can be excluded, apoplexy is practi¬ 
cally always due to occlusion. If mitral disease is 
present, embolism may be diagnosed with practical 
certainty. If the heart and arteries generally be 
healthy, and no source of embolism be found, 
thrombosis is almost certainly the cause of apo¬ 
plexy. And in the absence of chlorosis and other 
diseases of the blood, thrombosis is almost invari¬ 
ably due to syphilitic arteritis or peri-arteritis in 
subjects under forty. 

In patients upwards of forty, especially when 
arteriosclerosis with cardiac hypertrophy and 
chronic interstitial nephritis are present, cerebral 
haemorrhage is a more probable cause of apoplexy 
than occlusion of blood-vessels. Yet when circula 
tion fails the blood is as likely to coagulate in 
diseased vessels as to burst them. So hard arteries 
are not always proof of haemorrhage. 

Cerebral haemorrhage is not confined to stout, 
plethoric, short-necked, quick-tempered, gouty 
subjects who indulge in gross feeding and alcohol: 
it may also occur in meagre, debilitated ascetics. 


Epilepsy. 


In the absence of witnesses of the mode of onset, 
and of a history of past epileptic convulsions, it may 
be impossible to distinguish post-epileptic coma 
from apoplexy. The initial convulsions may have 
been so slight as to escape observation. 

Sudden and profound unconsciousness is, how¬ 
ever, more suggestive of epilepsy than apoplexy. 

When occlusion takes place in cortical vessels 
epileptiform convulsions may occur, and here the 
diagnosis from ordinary epilepsy is impossible at 
first. 

Poisons .—Coma from acute alcoholic intoxica¬ 
tion may be indistinguishable from apoplexy. In 
case of doubt the stomach should be washed out, 
but the patient should otherwise be treated as pos¬ 
sibly dying rather than as probably drunk. 

Opium . — Deep coma with pin-point pupils, 
absent reflexes, and stertorous breathing is con¬ 
sistent with pontine or ventricular haemorrhages 
and with poisoning by opium. In the absence of 
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evidence of poisoning a diagnosis may be impos¬ 
sible. The temperature, however, is almost certain 
to rise in the former cases, whilst it remains low in 
narcotic coma. 

Diabetic and urcemic coma, when associated with 
eclampsia, and when the patient’s history is known, 
are not likely to be confounded with apoplexy. 
The presence of albuminuria is, of course, not a 
proof of ursemia ; it is rather suggestive of haemor¬ 
rhage. Cerebral haemorrhage and uraemia are, 
ihowever, sometimes associated. 

Treatment. 

The treatment of intra-cerebral haemorrhage 
naturally falls under two headings : (i) to arrest 
bleeding from the ruptured vessel; (2) to relieve 
pressure-symptoms produced by the extravasation. 
In both, treatment must be based on physiological 
and pathological data and also on the symptoms 
present. 

(1) To arrest Hcemorrhage. 

Bleeding from a ruptured intra-cerebral artery 
cannot be directly controlled. The vessel cannot 
be compressed or tied. Probably arrest of haemor¬ 
rhage would never take place before the patient 
died were it not for pressure of the extravasated 
blood upon the ruptured vessel and sealing of the 
aperture by spread of coagulation. It is only 
possible to favour coagulation by lowering the 
flow of blood through the perforated artery. 

Effects of shock or syncope. —The initial shock 
or collapse caused by giving way of an intra¬ 
cerebral vessel will tend to stay the haemorrhage 
by reducing arterial blood-supply. Hence strenuous 
efforts to rouse the patient and to restore con¬ 
sciousness under this condition are inadvisable. 
The haemorrhage may recur with the return of con¬ 
sciousness. 

Initial shock from haemorrhage is unlikely to 
be fatal unless the rent in the ruptured vessel be 
large. Masterly inactivity is the best policy. 
Injections of strychnia, digitalis, ether, and brandy 
should be avoided. 

Absolute rest in recumbent position, with head 
and shoulders slightly raised, should be secured. 
The room should be cleared if crowded, and 
kept airy ; the patient’s collar should be taken off. 
Life may usually be sustained by warmth ; hot 


flannels may be applied to the praecordia, hot 
bricks or bottles to the feet and between the 
thighs. 

Brandy almost invariably will have been poured 
down the patient’s throat in more than sufficient 
quantity before the doctor arrives. When other¬ 
wise, a few drops may be placed on the tongue or 
used to chafe the lips. To avoid the imputation 
of doing nothing anxious relatives and bystanders 
I may be dispatched on various quests for hot water, 
bricks, blankets, bottles, pillows, rugs, and sal- 
j volatile. 

| Rest and warmth are the best means of retaining 
life without endangering it by starting haemorrhage 
afresh. 

| Whenever possible the patient should be kept 
j for at least twelve hours in the place where the 
seizure has occurred. When removal home or 
to a hospital is unavoidable it should be effected 
I in an ambulance, not in a four-wheeled cab. 
When a bulky man is seized with apoplexy in a 
dining-room it is safer to improvise a couch for 
1 him there than to convey him to a bedroom up- 
S stairs. Unfortunately, as soon as he regains con- 
I sciousness he usually insists on walking upstairs or 
going home at once; recurrent haemorrhage follows 
j in consequence. Many lives may thus be sacrificed. 

I Syncope probably checks haemorrhage and 
allows time for coagulation to occur. Unless it is 
so profound as to endanger life, it should not b^ 
energetically treated. With reaction from syncope 
haemorrhage may be renewed with symptoms of 
so-called ingravescent apoplexy. The patient be¬ 
comes increasingly drowsy until comatose ; local¬ 
ising signs, such as hemiplegia, make their appear¬ 
ance. 

The methods designed to s'ay recurrent haemor¬ 
rhage are : 

(1) Arterial depletion . — The indications for 
arteriotomy of the temporal artery were long con¬ 
sidered to be a forcible, rapid, or slowly heaving 
heart, with a full, bounding, incompressible pulse. 

Undoubtedly a powerfully acting heart, together 
with a condition of general high arterial tension all 
over the body, will increase the force and rapidity 
of the blood-flow through the ruptured artery in 
the brain. Hence it seemed the obvious course 
to let out blood from over-filled arteries. Temporary 
benefit from cutting the temporal artery was often 
remarkable. The patient quickly recovered con- 
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sciousness, even whilst the blood was flowing, but 
speedily lost it again, because he fainted. If he 
died, some said he was bled too much, and others 
not enough. The former conjecture was probably 
correct. 

On pathological grounds it is difficult to see how 
arteriotomy could be beneficial. The general high 
tension which prevails in most cases of cerebral 
haemorrhage is due, not to absolute but to relative 
plethora, consequent on general vasomotor con¬ 
striction. Abstraction of a large quantity of arterial 
blood under these conditions might certainly re¬ 
lieve cardiac labour, but only momentarily, for, 
given continuance of vasomotor constriction, high 
tension must soon recur, and in a patient rendered 
weaker than before by loss of arterial blood. 
Arterial blood is life; it cannot be profitable to 
lose it. In the case of venous blood it may be 
otherwise. If, as stated, high arterial tension and 
blood-pressure depend upon narrowing of the 
calibre of arteries and arterioles in general, the 
most reasonable course would be to increase the 
calibre of the blood-vessels rather than to diminish 
their contents. The result would be to flood the 
body in general with arterial blood, and so deplete 
the cerebral arterial supply ; for the cerebral vessels 
have no acting vasomotor system, and therefore 
when the general arterial system is contracted the 
cerebral arterial supply is increased. 

Crude methods of “determining blood” to the 
surface and extremities so as to diminish the supply 
to the brain have always formed part of the stock 
treatment of cerebral haemorrhage. Sinapisms, 
rubefacients, hot irons, Burgundy pitch plasters to 
the calves and soles of the feet, blisters to the nape 
of the neck and to the shaven scalp— universo 
capiti —were styled counter-irritants, but were 
really barbaric means of withdrawing blood from 
the brain to distal parts. Their net result could 
only irritate. Celsus summed them up as “means 
which often only delay death when it seems at 
hand, and meanwhile prove troublesome to life.” 
Less antiquated methods which have once been 
used are, “ Junod’s boot,” in which air is partially 
exhausted around the limbs, and the application 
of constricting bandages to their proximal parts. 
Local measures of the kind can only be of in¬ 
finitesimal value. 

The use of a hot-air cradle over the lower limbs 
is perhaps reasonable in theory, but has the dis¬ 


advantages of raising the temperature generally 
and quickening the pulse. If used, the temperature 
of the air-bath should not exceed 180° F. or there¬ 
abouts. 

Nitrite of amyl and nitroglycerin produce flush- 
, ing, throbbing of vessels, headache, with dilatation 
of vessels, fall of general arterial pressure, and 
greatly diminished cerebral circulation (Hill). Hence, 
when vasomotor constriction is producing high 
arterial blood-pressure and increased cerebral 
circulation, the use of nitrites would seem to 
answer all purposes required, without the dis¬ 
advantage attending arteriotomy. The objection 
which may be raised against nitrites is that by their 
direct action on the blood they may increase 
asphyxia, which, after all, is the chief danger to 
be apprehended in cerebral haemorrhage. Their 
utility in cases of generalised arteriosclerosis in 
decrepit elderly subjects is doubtful, but in youngish 
patients whose vessels are on the whole sound, 
though in a condition of generalised constriction, 
nitrites may prove valuable. 

Inutility of other drugs as luernostatic agents .— 
Such drugs as ergot, adrenalin, digitalis, and 
strychnia, which raise arterial blood-pressure by 
causing contraction of arterioles, cannot be recom¬ 
mended in cerebral haemorrhage. The main object 
of treatment is to keep arterial blood-pressure low. 
In the majority of cases the pressure is already too 
high. The above-named drugs can only increase 
it if the contractile elements of the vessels are in 
working order. Chloride of calcium has been 
suggested owing to its action in increasing the 
coagulability of the blood. If it could be employed 
for some days before the occurrence of the haemor¬ 
rhage, no doubt it might be beneficial. To use it 
afterwards would seem to be as reasonable as to 
attempt to stop a leak in a water-pipe by putting 
plaster-of-Paris in the cistern. 

(2) Direct compression of the carotid artery .—If 
one can be certain that bleeding has occurred from 
an intra-cerebral branch of the carotid, e. g . middle 
cerebral, and not from a branch of the post-cerebral 
or basilar, compression of the common carotid is a 
logical procedure. Ligature of the vessel is an 
operation too formidable to need consideration. 

Finally, haemostasis may be favoured by keeping 
| the head and shoulders slightly raised and the feet 
! dependent. Application of an ice-bag or Leiter’s 
! tubes to the head may perhaps be beneficial. 
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(2) To Relieve the Pressure Symptoms. 

The second or pressure stage of cerebral hemor¬ 
rhage. —The symptoms are coma, with stertorous, 
laboured, irregular respiration, lividity or con¬ 
gestion of face, turgescent throbbing cervical veins, 
glistening conjunctiva, pupils dilated or contracted, 
nystagmoid movements of eyeballs, and sometimes 
convulsions. Respiration gradually fails, may be¬ 
come of Cheyne-Stokes’ variety, or gasps occur at 
increasing intervals, until the last breath is drawn. 
The pulse at first may be full and bounding, quick 
or slow. Later, arterial blood-pressure falls as 
signs of pulmonary obstruction appear, and the 
air-passages become choked with bronchial secre¬ 
tion. The pulse then becomes small, weak, and 
irregular, the right side of the heart dilates, be¬ 
comes engorged, and blocks the entry into it of 
venous blood. As a rule the heart continues to 
beat after respiration has ceased. Death is due 
to asphyxia. 

The symptoms are those of acute cerebral 
anaemia. They are produced by compression of 
cerebral vessels by the extravasated blood. The 
brain itself, being in the closed cranial cavity, 
cannot expand laterally in order to make room for 
the clot. The brain itself is also incompressible 
as putty, and therefore the pressure of the clot 
takes effect only upon the vessels in the peri¬ 
vascular spaces. 

Further, as lateral expansion of the brain is 
impossible, it can only be forced downwards as a 
wedge into the foramen magnum in order to make 
room for the extravasated blood. 

The medulla is therefore compressed and ren¬ 
dered anaemic. Anaemia thus caused affects the 
bulbar respiratory centres, and so gives rise to 
asphyxia and gradual respiratory failure. 

Asphyxia in apoplectic coma is also partly due 
to mechanical obstruction to air-entry into the 
lungs. This is indicated by the familiar stertor 
which is caused by paralysis of tongue, palate, and 
cheeks, and by weakness of respiratory muscles 
and accumulation of mucus in the bronchi. Such 
mechanical asphyxia impedes the return of cere¬ 
bral venous blood to the heart, and thus causes 
cerebral venous congestion, which aggravates intra¬ 
cerebral pressure already occasioned by the haemor¬ 
rhage. 

Venous congestion and anaemia produce similar 
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effects; both starve the respiratory centre of oxygen. 
I The intra-craniai and cerebral venous pressures 
vary directly and absolutely with vena cava pres¬ 
sure, but only proportionately with arterial pressure 
(Hill). 

Treatment should aim at (1) relief of direct 
pressure on the brain by the existing clot, and (2) 
prevention or counteraction of secondary pressure 
I (venous congestion) occasioned by mechanical 
asphyxia. 

Methods of treating cerebral compression caused by 
| hemorrhage .—In traumatic cases, when the bleed¬ 
ing is from a meningeal vessel, and upon the surface 
1 of the brain, the obvious course is to trephine, close 
; the bleeding vessel, and turn out the clot. The 
method in such cases has been strikingly successful. 
This is inapplicable in cases of spontaneous intra¬ 
cerebral haemorrhage. In such cases palliative 
trephining has been suggested, with a view to 
lessening intra-craniai pressure; but Hill has shown 
that removal of a small circle of bone gives no 
relief; for the brain simply presses up against the 
trephine hole and closes it like a valve. Removal 
of a large portion of a cranial bone might relieve 
j by allowing compensatory expansion of the volume 
| of the brain ; but so formidable a procedure is 
i quite unjustifiable in practically all cases of intra- 
j cerebral haemorrhage. Moreover, the result, in all 
likelihood, would be to create fresh haemorrhage. 

No treatment can obviate the results of direct 
compression of cerebral vessels by a clot in the 
interior of the brain. We can only try -to prevent 
increase of the pressure which already exists. 

(2) Asphyxia, due to mechanical obstruction of 
respiration, may be combated by drawing forward 
the tongue and chin, and placing the patient on his 
side, so that secretion may trickle out of the mouth 
instead of passing down the trachea. He should 
lie on the paralysed rather than on the non- 
paralysed side, in order to allow the latter some 
scope for action. When the bronchi are becoming 
choked with mucus, injection of atropine may 
check the secretion. Atropine, moreover, may be 
useful in stimulating the respiratory centre and in 
lowering arterial tension. 

Venous depletion , indirect and direct. — Purga¬ 
tion by calomel or croton oil answers the purpose 
of indirect depletion, and may in clear cases of 
cerebral haemorrhage be recommended. Venesec¬ 
tion fell into disrepute in apoplexy because it was 
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carried to excess and used indiscriminately for all 
cases of unconsciousness, whether due to haemor¬ 
rhage, occlusion of cerebral vessels, or simple 
syncope. The indications for venesection are, j 
however, fairly clear, and if correctly observed, it j 
is difficult to believe that abstraction of a few | 
ounces of venous blood can be otherwise than I 
beneficial in cases of cerebral haemorrhage in the 
second stage. The condition which venesection may 
relieve is venous congestion of the brain, intensified 
by obstruction of exit of the blood from the right j 
heart, such obstruction being the result of asphyxia. 1 

AY hen the left heart labours in vain to overcome 
resistance afforded by high arterial tension in front, f 
backward pressure is induced in the right heart, j 
which becomes engorged and unable to empty 
itself. Backward pressure spreads to the jugular, 
and thence to the cerebral veins, a condition 
which aggravates pressure already produced by the 
intra-cerebral clot. The condition can only be 
rationally treated by temporarily aiding the right j 
heart and reducing the intravenous cerebral pres- \ 
sure by tapping a vein. 

The condition which warrants venesection is 
manifested by a full, tense pulse, a labouring j 
heart, with failure and acute distension of th<f 1 
right auricle and ventricle, and engorgement of 
the cervical veins. Venesection is contradicted 
by a weak, small, fluttering pulse, with failure of , 
a chronically (not acutely) dilated heart in debili- 1 
tated, aged subjects. 

When coma is profound and lasting, and the 
haemorrhage extensive, venesection is unlikely to 
afford even temporary benefit; but when venous j 
engorgement and distension of heart and veins I 
have been largely brought about by mechanical 
obstruction of respiration, venesection, together 
with means to secure free entry of air into the 
lungs, may tide the patient over the immediate 
danger of death from asphyxia. Venesection may, 
in fact, relieve an acutely distended heart in those 
circumstances, as it undoubtedly does in cases of 
distension due to purely intra-thoracic causes of 
obstruction. 

Methods of venesection. —Although it would seem 
most rational to draw blood from the external | 
jugular vein, with a view to relieving at once both ! 
heart and brain, it is safer, easier, and perhaps ! 
as efficacious, to open a vein at the bend of the 
elbow in the usual manner. ! 


The opening in the vein should be free, and not 
more than 8 or 10 oz. of blood should be with¬ 
drawn, as speedily as possible. The operation 
should never be repeated. When it is found 
impossible to overcome the prejudice of the 
patient’s friends against bleeding, the application 
of two or three leeches to each mastoid process 
may be recommended, or dry cups may be 
employed extensively over the chest. Dry cup¬ 
ping is painless, and causes but little disturbance 
to the patient. 

Diuretics are probably of little value, but dis¬ 
tension of the bladder should be looked for, and 
relieved by catheterisation, even when there is 
incontinence of urine. 

Finally, to avoid entry of food into the larynx, 
an unconscious patient should be fed by nasal 
tube. The danger of bed-sores and burns by hot 
bottles should be anticipated. 

Apoplexy from Occlusion of Cerebral 
Vessels. 

Treatment. —In haemorrhage, as we have seen, 
;he main desiderata are a quietly working heart and 
low arterial tension, in order to favour stagnation 
and hasten coagulation at the site of the injury. 

In occlusion by thrombosis of a cerebral artery 
one desires to stimulate the heart, raise arterial 
tension, and accelerate the circulation, in order to 
lessen the tendency to further coagulation. 

Initial shock or syncope produced by occlusion of 
cerebral vessels. —Although probably beneficial in 
haemorrhage, syncope must be the reverse in cases 
of vascular thrombosis, and it is therefore important 
to revive the patient as speedily as may be. 

Warmth is essential. Bags of hot water should 
be applied to the praecordia, heat being the best of 
cardiac stimulants. The patient should be recum¬ 
bent, the head and shoulders low, but not too low, 
lest return of venous blood from the brain be im¬ 
peded. The foot of the bed should be a little 
elevated. As soon as consciousness returns the 
head and shoulders may be slightly raised and the 
head of the bed lowered. 

Stimulants must be given, but not too freely. 
Physiological considerations must be subservient 
to pathological conditions present. For in throm¬ 
bosis due to local atheroma excessive stimulation 
may rupture the weakened vessel, and cause 
haemorrhage into an area of brain already softened, 
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and thus make matters worse. Such haemorrhage 
is by no means uncommon. Again, in cases of 
embolism from detachment of fibrin from a dis¬ 
eased cardiac valve, vigorous stimulation may 
dislodge another embolus. 

A single dose of ether and ammonia, or a 
tablespoonful of brandy, may be given at once; 
smelling salts or burnt feathers may be held under 
the nostrils. Such measures will be sufficient to 
cause a rally, without undue vascular excitement. 

Purgatives. —The common custom of giving in¬ 
discriminately and at once croton oil or a large 
dose of calomel to, all patients who are found un¬ 
conscious and hemiplegic cannot be too strongly 
deprecated. Infinite harm may be done by drastic 
purgation in cases of thrombosis. The patient is 
weakened thereby, and his blood rendered more 
coagulable than before. It is a safe rule to avoid 
drastic purgatives in all cases of apoplexy in early 
stages, except, perhaps, when the diagnosis of 
haemorrhage in robust, plethoric, heavy drinking 
and large eating individuals is clear. 

When consciousness returns in cases of vascular 
occlusion a dose of castor oil, followed if necessary 
by a simple enema, is quite sufficient to secure 
evacuation of the bowels. 

To prevent the spread of coagulation .—Arterial 
tension may be raised, cardiac force increased, and 
circulation quickened, bycardio-vascular stimulants. 
The indications for their use must depend upon 
the actual condition of the cardio-vascular system. 
For instance, such drugs as strychnia, digitalis, and 
ergot may, by causing extreme vascular constric¬ 
tion, seriously embarrass a weakened and dilated 
heart. Except in cases in which extensive degene¬ 
ration of the walls of arteries and arterioles 
precludes the possibility of their reacting physio¬ 
logically to drugs, cardiac stimulants should be 
combined with vascular dilators, such as nitro¬ 
glycerine. 

Nitrite of amyl and nitro-glycerine alone are 
contra-indicated, in thrombosis of cerebral arteries, 
owing to their action in depleting cerebral arteries 
by, lowering systematic arterial pressure. But this 
effect may be counteracted by giving digitalis, or, 
better still, strychnia, simultaneously. With this 
object nitro-glycerine, in i-drop doses of the i 
per cent, solution, may be given with 2 or 3 min. 
of Liq. strychninae. On the other hand, it must be 
remembered that neither vasomotor dilators nor 
constrictors can have much action on vessels 
whose walls are extensively atheromatous and 
rigid. After death in such cases one may find 
the brain-substance softened to fluidity and the 
vessels suspended in it like branches of dried sea¬ 
weed. Treatment in these conditions is obviously 
futile. 

Powerful cardiac stimulants can only, as said 
before, tend to burst atheromatous and thrombosed 
vessels, by increasing cardiac force and rapidity. 


Strychnia, strophanthus, digitalis, and perhaps 
ergot, may be given when thrombosis seems to be 
the result of general enfeeblement, cardiac weak¬ 
ness without disease, and morbid blood conditions. 

Thrombosis due to syphilitic endo- and peri¬ 
arteritis. —No cases seem to be more promising 
for the success of treatment and yet are more 
disappointing than these. The hemiplegia which 
results is often permanent, and antisyphilitic treat¬ 
ment is useless. This is doubtless because, if the 
blood-supply is cut off from an area of the brain 
for any length of time, the brain-tissue dies. How¬ 
ever, in a certain proportion of cases the circulation 
is not entirely cut off—the nutrition of the brain is 
merely impaired, and may be restored. Therefore, 
in all cases the patient should be subjected to 
mercurial treatment. Inunction with mercurial 
ointment until slight salivation occurs is the best 
course. The innumerable preparations of mercury 
for subcutaneous or intra-muscular injection are 
yet on their trial. Many of them seem not to be 
absorbed after injection, and practically all are 
painful. The iodides may be given in small doses 
(7-8 gr.) three times daily, but large doses should 
be avoided, on account of their tendency to 
promote coagulation. 

Treatment of cases following vascular occlusion .— 
Deep coma is less common in cases of occlusion of 
cerebral vessels than in those of haemorrhage; but 
when a large vessel is plugged, it may occur with 
relaxation of limbs and interference with respira¬ 
tion as profound as in haemorrhage. The sym¬ 
ptoms are, in fact, the same as those of pressure 
by intra cranial haemorrhage, and considering that 
diminution of cranial contents rather than increase 
must be the result of blockage of a large vessel, it 
is difficult to explain their occurrence. 

The investigations of Mott, Horsley, and others, 
however, have shown that pressure symptoms are 
due to anaemia of the bulb, a condition produced 
as much by haemorrhage as by cutting off of the 
cerebral arterial blood-supply, or by intra-cerebral 
venous congestion. Deep coma following occlusion 
of cerebral arteries is therefore due both to anaemia 
and to venous congestion, which must necessarily 
be the consequence of arterial blockage. 

When, therefore, signs of respiratory embarrass¬ 
ment with venous engorgement and cardiac dilata¬ 
tion are present, the treatment does not differ from 
that of the same condition occurring in consequence 
of cerebral haemorrhage. The danger of mechanical 
asphyxia from obstruction of entry of air into the 
lungs should be averted by attending to the patient’s 
position, as in cases of haemorrhage. 

When suffocation from accumulation of bronchial 
secretion threatens, atropine, T i<y gr. with strychnia, 
may be injected hypodermically, with a view to 
checking the secretion of mucus and stimulating 
respiration. 

Calomel may now be given in order to relieve 
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abdominal venous plethora. Pulmonary congestion 
should be treated and the right heart relieved by 
dry cupping. Cerebral venous congestion may be 
lessened by leeching the mastoid processes. Direct j 
abstraction of blood in these cases is regarded as j 
inadmissible; yet venous congestion, unless relieved, 1 
will in all probability prove fatal. Venous blood is 
useless to the brain for the purpose of nutrition. 
One is therefore justified in these circumstances in 
attempting to relieve immediate necessities by with¬ 
drawing a few ounces of venous blood. 

After-treatment of thrombosis .—The distressing i 
headache due to inflammatory reaction which ' 
follows thrombosis may be alleviated by leeching 
the mastoid processes. No more than two leeches 
should be applied. Phenazone with citrate of 
caffeine may also be administered for relief of 
headache and pyrexia, and an ice-cap may be 
affixed to the head. Diuretics, such as spirit of 
nitrous ether in -J-dr. doses, are also useful. 

Convulsions or delirium are not uncommon 
during the reactionary stage, and if they do not 
yield to the measures mentioned above, bromides ! 
in moderate doses dr.) may be given with ! 
digitalis. j 

The majority of subjects of thrombosis are 
debilitated and worn out. They require nutri- | 
tious and easily assimilated food, but care should j 
be taken not to overload digestive powers. Bland 
fluids, such as barley-water, may be freely supplied, 
in order to lessen viscosity of the blood. Alcohol 
may be needed when the heart and pulse are weak 
and fluttering, but should be withheld, if possible, 
during the reactionary or febrile stage. I 

The greatest care should be exercised in preven- ’ 
tion of bed-sores. The bowels should be regulated I 
without active purgation, and retention or incon¬ 
tinence of urine appropriately treated. Tranquillity I 
of mind and body are essential, for any cardiac dis¬ 
turbance may be followed by reactionary failure and 
extension of thrombosis. 

Treatment of embolism .—Treatment can neither 
dislodge nor dissolve an embolus. One can only 
hope to prevent the passage of other emboli into 
the cerebral circulation, and to lessen the throm¬ 
bosis which succeeds embolism and makes the , 
blockage more complete. 

Complete rest is demanded in all cases. When 
a particle of fibrin has been detached from a 
diseased cardiac valve it is necessary to strengthen 
and steady the action of the heart. For irregularity 
and feebleness of the heart tend to increase the 
deposition of fibrin upon the valves, and excited 
cardiac action causes fibrin to be washed off into 
the circulation. Belladonna, strophanthus, and 
digitalis are the best remedies. 

Embolism is most likely to occur in young 
subjects of heart disease, whose arterial walls are 
sound, and so the precautions which must be 
observed in cases of haemorrhage and widespread 


atheroma need not, with regard to the drugs 
mentioned, as a rule, be considered in cases of 
embolism. 

In cases arising from detachment of a clot 
which has formed in the auricle—a condition 
associated with exhausting illness such as enteric 
fever or diphtheria, or with loss of blood after 
parturition or profound anaemia—cardiac tonics 
are needed, and attempts should be made to 
lessen coagulability of the blood. With the latter , 
object, transfusion of saline solution, rectal, sub¬ 
cutaneous, or intravenous, may be practised. When 
embolism is associated with septic inflammation in 
the pelvis or elsewhere, treatment, of course, must 
be chiefly of such local conditions. The possibility 
of the. formation of a cerebral abscess in such cases 
should not be overlooked. 

In conclusion, it must be added that in most 
cases of apoplexy we have to deal with damaged 
hearts, kidneys, vessels, and morbid conditions of 
the blood. The treatment of such pathological 
states on purely physiological grounds is fallacious. 
As Hippocrates said, “Grave apoplexy is impossible,, 
and mild is not easy, to cure.” Recovery in a 
large proportion of mild cases is spontaneous, and 
more or less complete. Active treatment is, there¬ 
fore, unnecessary and may be dangerous. In 
grave cases treatment may be useless, yet that is 
no reason why it should be withheld when the 
symptoms and physical signs suggest rational 
measures for their relief. 

January \^th, 1907. 


DIAGNOSIS OF THE COMMON SWELLINGS 
OF THE LONG BONES. 

By WILFRED TROTTER, M.S., F.R.C.S., 

Assistant Surgeon to University College Hospital and to 
the East London Hospital for Children. 

{Concludedfromp. 208.) 


( c ) Swellings which may occur in any Part 
of the Length of the Bone. 

(1) Results of injury. — (a) Traumatic periostitis. 

(b) Fracture. 

(a) Traumatic periostitis is the result of direct 
injury and is due to bruising of the periosteum and 
extravasation of blood thereunder. Thickening of 
the bone at- the seat of injury occurs, and there 
may be some slight diffuse sclerosis round about. 
Clinically, an extremely tender swelling of slight 
elevation and indefinite outline rapidly forms in 
the region struck, which is practically always a 
subcutaneous surface. Redness and oedema are 
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usually present as well as the colour changes of 
bruising. The condition is usually a very obvious 
one, and is chiefly of interest in illustrating the 
application of general principles to diagnosis. The 
tendency of patients to ascribe to injury morbid 
processes which bring them to the surgeon is 
almost as great as their tendency to ascribe to cold 
conditions which take them to the physician. A 
carelessly taken history may often incline one to | 
the diagnosis of traumatic periostitis in cases of 
infective lesions superficially resembling it, such as I 
erythema nodosum. It is common for a patient to 
say he has injured apart when inquiry will discover 
that in reality he thinks he must have done so. It 
is very important, therefore, in cases where collateral 
evidence is accepted, as in the diagnosis of injuries, 
to be sure of the adequacy of the accident to 
account for the supposed result, and to be sure 
that the latter supervened with a proper degree of 
promptitude. 

In the distinction between traumatic periostitis 
and erythema nodosum the symmetry and multi¬ 
plicity of the lesions of the latter disease are, of 
course, decisive. 

(b) Fractures .—The results of these injuries in 
infants and young children, where they are apt to 
appear clinically as tumours, often cause some 
difficulty in diagnosis, owing to imperfections in 
the history and the readiness with which one is 
inclined to accept negative evidence. Negative 
evidence in the matter of physical signs—that is, 
excluding some disease on the absence of an 
expected physical sign—always involves consider¬ 
able risk of error, but negative evidence in the 
matter of symptoms and history is extremely 
dangerous. It is very important, therefore, to be 
aware of and to guard against the tendency to 
exclude the possibility of fracture by the absence 
of a history of a supposedly adequate cause. The 
injury may have occurred outside the knowledge 
of ihe parent, or the history of it may be deliberately 1 
suppressed ; again, even if the child be seen soon 
after the accident, a greenstick fracture is very 
readily overlooked. 

Supposing the diagnosis for some reason or 
other not to have been made, the child will be 
brought about a week or ten days after the accident 
for a lump on a bone. The swelling will usually be 
situated in the shaft, though not necessarily so; 
most commonly it will be on the anterior convexity 


of the clavicle, or in the shaft of the radius or ulna. 
It will be a hard, well-defined, globular mass having 
very much the characters of an early myeloid, 
except that the swelling is rarely quite so well 
defined, and the situation in the length of the bone 
is mostly always distinctive. There will be no 
displacement of the fractured ends, but careful 
examination will discover a definite alteration from 
the normal shape of the bone, usually, of course, 
an increase in curvature. For example, in the case 
of an old greenstick fracture of the ulna, the sub¬ 
cutaneous border may show a very slight angle in 
the shaft, the angle having its apex at the swelling. 

A skiagram even some weeks after the accident 
will show a wedge-shaped cleft in the shaft and a 
faintly marked shadow of the callus around it. 

(2) Typhoidal infection of bone does not as a 
rule present any serious difficulty in diagnosis, as 
it usually occurs in a form which when known of 
can scarcely fail to suggest the appropriate investi¬ 
gation of the history. Its occurrence during the 
course of or convalescence from enteric fever, 
does not concern us here. It then usually appears 
as an acute lesion, and at all events its origin is not 
likely to be overlooked. Occurring, however, 
many years after the primary fever, it may cause 
difficulty in diagnosis. 

The lesion has a decided preference for sub¬ 
cutaneous surfaces of long bones, especially, there¬ 
fore, for the tibia and ulna, for the ribs and for 
the skull. 

In these situations it appears as a subacute or 
chronic, or sometimes extremely chronic, swelling. 
This swelling may take the form of a subperiosteal 
abscess, a subperiosteal granuloma, a node, or very 
rarely a diffuse osteoperiostitis surrounding a 
chronic abcess. 

In the first two cases there is a slowly-forming 
soft swelling, with perhaps a little thickening of 
the surrounding bone. The skin over it is hot 
and red. The node will be the usual hard 
prominence with indefinite shelving edges. Such 
a mass is rarely composed of solid bone through¬ 
out, but usually presents a softer spot over its 
summit, where there is a collection of granula¬ 
tion-tissue. A node of this kind may remain in 
existence for years without suppurating, and will 
cause no trouble except perhaps periodical attacks 
of pain. 

When typhoidal infection gives rise to a chronic 
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abscess, there is nothing in the signs of the lesion 
itself to distinguish it from an ordinary chronic 
abscess due to the staphylococcus. Only the his¬ 
tory may lead one to suspect the unusual origin 
of the infection. 

When a mistake in the diagnosis of typhoidal ( 
infection is made, it is usually through the resem¬ 
blance of the lesion to tuberculosis in the first 
two forms and its resemblance to syphilis in 
the third. Such lesions, however, should always 
suggest an inquiry for a history of typhoid. It 
must be remembered, however, that a positive 
result leaves the diagnosis resting to a large extent 
on collateral evidence. Nevertheless, in practice 
the coincidence of a history of typhoid with the 
presence of one of the rather specialised forms of 
lesion enumerated above is usually enough for 
satisfactory diagnosis. Of course conclusive direct 
evidence can only be obtained by bacteriological 
examination. The value of Widal’s reaction at 
periods remote from the primary fever has probably 
been much exaggerated, owing to the acceptance 
as positive of results which were obtained with too 
low dilutions of serum. Unless, therefore, it is 
used with an understanding of its exact value this 
reaction is likely only to mislead. 

(3) Gumma .—Gummata of bone occur primarily 
in two situations, in the medulla and under the 
periosteum. If a section be made through a 
characteristic gumma of some soft tissue such as a 
muscle, two different zones of morbid change will 
be visible to the naked eye. The central part is 
composed of a very firm, tough material of a fibroid 
character, rather translucent in aspect, and having 
somewhat the look of ground glass. Spreading 
into the surrounding tissues from this is a well- 
marked fibrosis, which has the effect of makihg 
the neighbouring parts unduly firm, and of making 
the outline of the tumour characteristically in¬ 
definite to sight and touch. 

Within the central area can frequently be seen a 
third zone where necrosis is occurring ; this will 
lead to the formation of the well-known yellow, 
firm, tough mass at the middle of the tumour. It 
differs chiefly from the material around it in colour 
and in being opaque. In the early stages such 
slough-formation will not affect the physical signs, 
but later it will lead to softening and ulceration. 
It is obvious that if softening occur early and 
spread rapidly, the amount of firm tissue palpable 
in a gumma may be very small or even quite absent. 
There are, in fact, great variations in the vitality of 
gummatous tissue, and therefore great variations in 


the physical signs ; but it may be said, with a rough 
approach to accuracy, that the more deeply seated 
a gumma is, the less likely is early softening to 
occur in it. It is a familiar fact that gummata of 
the skin, of the subcutaneous tissues, and of the 
subcutaneous surfaces of bones, tend to ulcerate 
early, while gummata of deep parts, such as muscles 
or the testicle, may remain for months or even 
years as hard, solid tumours. The tendency, then, 
to reject the diagnosis of gumma on account of 
the absence of softening must be carefully guarded 
against in the case of a deeply seated lesion. 
Another corollary from the same fact is that the 
size of a tumour cannot be held to exclude the 
diagnosis of gumma unless the mass is quite super¬ 
ficial. Deep gummatous masses the size of a fist, 
or even of a cocoanut, are by no means rare. A 
great part of such a tumour, it will be remembered, 
is made up of the induration of the tissues sur¬ 
rounding the actual gummatous mass. 

This induration shows a certain tendency to 
affect some tissues more than others, particularly 
1 muscles and bone ; so that, for example, a gumma of 
I the anterior surface of the femur will often be asso- 
| ciated with a special induration of the quadriceps, 
whereas in the neighbourhood of one in the quad- 
1 riceps the femur will usually be thickened, although 
! the gumma be not adherent to it. 

I Two complications of gummata of bone may be 
I mentioned which increase the resemblance of the 
I disease to new growth and diminish its resemblance 
! to any other granuloma, such as tubercle. These 
are involvement of nerves, particularly such as lie in 
contact with bone—for example, the musculo-spiral 
—and spontaneous fracture. The latter only occurs 
I with central gummata and is of importance in treat¬ 
ment as well as in diagnosis, for one of the 
I measures to be taken in every case of central 
gumma is to guard against fracture. 

Turning now to the purely clinical aspects of 
| gumma, we find the periosteal form as a firm, often 
1 very hard, ill-defined mass, with outlines which 
gradually fade into the surrounding tissues. It 
shows a distinct preference for subcutaneous sur¬ 
faces, it tends to soften relatively early, and it does 
! not involve the whole circumference of the bone. 

The central gumma, on the other hand, occurs 
in or about the middle part of the length of the 
| bone and involves the whole circumference. It is 
1 in general outline of rather bluntly fusiform shape ; 
its substance is extremely firm and shows very little 
tendency to soften. The outline is very indefinite, 
and in the great majority of cases nowhere presents 
a definitely palpable edge. The surrounding 
I tissues, especially the muscles, show a widespread 
I induration. Quite commonly the extensibility of 
the muscles is limited. 

Such cases present at first sight a startling resem¬ 
blance to periosteal sarcomata. The points of 
greatest importance for diagnosis are that if a peri- 
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osteal sarcomata is hard it is sharply limited and of 
definitely palpable outline, and in the early stages 
when the diagnostic difficulty arises does not 
encircle the bone. 

The skiagram shows a considerable amount of 
rarefaction in the neighbourhood of the actual 
gummatous tissue, and much sclerosis around the 
rarefaction. 

(4) Secondary growth .—While secondary sarco¬ 
mata occur only rarely in bones under such circum¬ 
stances as to cause difficulty in diagnosis, secondary 
carcinomata, as is well known, are a common source 
of such problems. 

The morbid anatomy of these metastases pre¬ 
sents many features of interest to the clinician. In 
the first place, it may be stated that such growths 
always begin in the medulla. Their further de¬ 
velopment here is liable to certain important 
variations, which are apparently due to variations 
in the rapidity with which the growth can destroy 
the surrounding tissues. 

In the case of the most malignant carcinomata 
and of most sarcomata purely destructive changes 
alone occur; the bone is not at all enlarged, and 
simply undergoes a rapid solution of continuity. 
Such a case will appear clinically as a spontaneous 
fracture without any antecedent swelling. 

Secondly, the growth being of less rapidly de¬ 
structive type, it produces an expansion of the 
bone, forming a globular or fusiform swelling of 
a shape rather like that produced by a myeloid. 
The most striking differences from a myeloid are 
the situation of the tumour, which is not neces¬ 
sarily in the epiphyseal region, and the less 
globular form of the swelling. 

Thirdly, certain secondary carcinomata may be 
accompanied by practically no destructive changes, 
and there may be extensive formation of dense new 
bone. The growth spreads throughout the medul¬ 
lary cavity and penetrates the bone by the openings 
through which the vessels run. In this way it 
reaches the periosteum and produces there a 
swelling which has many of the characters of one 
1 primarily periosteal. Such swellings will appear 
first in the regions where vascular foramina are 
most numerous—such, for example, being the ends 
of the long bones, the subcostal groove of a rib, 
and the marginal part of the iliac fossa. The 
swelling will be very hard, fusiform in general out¬ 
line, of low maximum elevation, and will encircle 
a large part of the circumference of the bone. 
Unlike a periosteal sarcoma, it will not in the early 
stages have anywhere an abrupt edge. The bone 
in the neighbourhood of these growths being not 
only destroyed but extensively sclerosed, spon¬ 
taneous fractures do not occur. * 

* “ Secondary Carcinoma of Bone ’* was the subject of an 
interesting paper lately read before the Pathological Society 
by Dr. F. H. Thiele (‘Path Soc. Trans./ vol. lvi, 190^, p. 
314)- 


Secondary growths in bone occur most fre¬ 
quently in cases of carcinoma of the prostate, 
breast, and thyroid body, and in certain tumours 
of the kidney, especially hypernephroma. These 
organs should, therefore, always be examined where 
there is any suspicion that a tumour of bone is 
secondary. As in so many other diagnostic pro¬ 
blems, the difficulty here lies in remembering 
the possibility of secondary growth. Once that 
possibility has been thought of, there is usually 
no trouble in arriving at a diagnosis. The 
condition is met with in all sorts of unex¬ 
pected circumstances, and the possibility is one 
that the surgeon should make a deliberate effort 
always to keep in mind. This will be made easier 
if the chief clinical types under which secondary 
growths may appear be remembered. 

A word may perhaps be added here on another 
clinical type of secondary growth, although it rarely 
arises in connection with long bones. In certain 
soft sarcomata multiple secondary growths may 
have very much the aspect of chronic infective 
lesions such as tuberculosis. This is always worth 
consideration as a possibility in such cases, for 
example, as supposed multiple foci of tuberculosis 
of the skull or other flat bones. 

The points to which I particularly want to call 
attention may be summarised as follows : 

(1) The distribution of the various swellings in 
relation to the length of the bone. The most 
comprehensive way of stating the diagnostic value 
of situation is to say that if a given swelling is not 
in or near the epiphyseal region it is very unlikely 
to be tuberculosis, chronic abscess, exostosis , myeloid 
sarcoma , or periosteal sarcoma. 

(2) Swellings may be divided according to 
whether or not they completely encircle the bone. 

(a) Swellings incompetely encircling the bone: 
excentric swellings. —Traumatic periostitis, typhoidal 
periostitis (usually), periosteal gumma, exostosis, 
periosteal sarcoma. 

(b) Swellings completely encircling the bone : con¬ 
centric swellings. C h ron ic abscess, central tuber¬ 
culosis (usually), central gumma, myeloid sarcoma, 
secondary growth (usually). 

(3) The most important single physical sign of 
a swelling is its shape. 

Exostosis has an overhanging margin towards 
the shaft, and a sloping margin towards the epi¬ 
physis. 

Chronic abscess has a gradually sloping margin 
everywhere, and nowhere a palpable edge. 

Myeloid sarcoma has a globular form rising from 
the normal bone in a marked curve. 

Periosteal sarcoma (when hard) has an edge abrupf 
and prominent in places and elsewhere incon¬ 
spicuous and sloping. 

Central gumma is fusiform and has an indefinite 
outline, and nowhere a palpable edge. 

January 14 //*, 1907 . 
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A CLINICAL LECTURE 

ON 

TWO CASES OF SCARLET FEVER. 

By A. KNYVETT GORDON, M.B.Cantab., 

Lecturer on Infectious Diseases in the University 
of Manchester. 

Last week I showed you several instances of the 
ordinary attack of scarlet fever, and you will 
remember that none of the patients were at all 
seriously ill. In fact, I pointed out that to the 
average city child six weeks or so spent in a fever 
hospital was, if anything, an advantage, in that he 
received sufficient food and an often much needed 
change of scene, together with a practical lesson in 
cleanliness and discipline. Moreover, he also se- 
! cured immunity from an attack of scarlet fever 
later on, when either his constitution or his finances 
might thereby suffer, perhaps severely. 

To-day, however, I am going to show you a very 
different state of things. You see here a child, 
set. about 5, who is obviously intensely ill. She is 
scarcely conscious of her surroundings, and is 
talking incoherently in her delirium. The tem¬ 
perature is 104° F.; the rate of the pulse is 160 and 
its tension low and variable; the respiratory rate is 
32. The extremities have to be kept warm by hot- 
water bottles, the face is dusky in colour, and the 
lips are slightly blue. 

On examining the skin you will notice a faint 
rash, which is present only on the front of the 
axillae and in the groins. It is erythematous in 
type and of a purplish-red colour; in parts it 
presents thdt punctiform appearance that you saw 
in some of the cases last week. The face is flushed, 
with the exception of the forehead and oral triangle, 
which are pale. 

The throat is generally reddened and injected; 
the tonsils and palate are swollen and have a raw 
appearance, but there is no ulceration and no de- 
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posit except a little sticky mucus on the tonsils. 
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The submaxillary glands are slightly enlarged and 
the tongue is raw and “ papillated.” The other 
organs are apparently healthy. 

The history is that this child was taken ill quite 
suddenly on the day before yesterday with head¬ 
ache, vomiting, and sore throat: in a few hours 
she was delirious, and on the next day the rash 
appeared, and the case was notified and sent in to 
this hospital. 

The first thing that will strike you is that there is 
a great want of proportion between the intensity of 
the illness and the scantiness of the physical signs. 
Whatever the lesion be, it is a chemical rather 
than a physical change. In particular, I want you 
to notice the slightness of the faucial inflammation. 
It is obvious, I think, that this child has had a 
large dose of the scarlatinal poison from the com¬ 
mencement of her illness. It is also probable, from 
the state of the circulation, as shown by the cya¬ 
nosis and the rapidity of the pulse, that she has but 
a few hours to live. If a patient with scarlet fever 
is obviously ill, the greater the extent and the 
brighter the colour of the rash, the better for 
him. 

What this scarlatinal poison is we do not exactly 
know. If cultures from the throats of a large 
number of scarlatinal patients are examined, we 
see almost always streptococci, but of different 
shapes, sizes, and cultural characteristics. In my 
experience there is no one organism which is con¬ 
stantly present. Whether there be such a thing as 
the Streptococcus scarlatina or not, whose presence 
is essential, we cannot afford to neglect its adultera¬ 
tions. In practice scarlatina is a mixed infection. 

In the type of case such as you now see strepto¬ 
cocci are almost always found in the blood taken 
from the basilic vein. I am unable as yet to say 
whether they are so present here, as the examina¬ 
tion is not yet complete, but you will see directly 
in the laboratory a blood-film from a very similar 
case in which they are undoubtedly present. 

This type of attack is known as “ toxic ” scarlet 
fever. It used to be called “ scarlatina maligna,” 
but that is a bad term, as it has been loosely applied 
to any kind of attack of undue severity. 

The prognosis in toxic cases is very bad; it is 
impossible to give the mortality statistically, as w r e 
have no means of eliminating the personal opinion 
of the observer in classifying the cases. Speaking 
roughly, I am of opinion that, in the absence of 


direct, as distinguished from symptomatic, treat¬ 
ment, at least 75 per cent. die. 

Its frequency seems to vary, not only in different 
epidemics, but in different parts of the country 
and in different cities. We have, for instance, cer¬ 
tainly had a large proportion of these toxic cases 
in Manchester in the last five years, though in 
London I saw but few. I understand that in 
Edinburgh also the type is rare. I do not think 
that it bears any relation to poverty and under¬ 
feeding, as the type to be shortly described does. 
Its relative frequency increases with the age of the 
patient. 

What are we to do for this particular patient ? 
You will doubtless suggest alcohol, and such drugs 
as strychnine and digitalis; some of you would 
consider the death-bed ritual incomplete without 
the hypodermic injection of one or all of them. 

Alcohol is, however, useless in these toxic cases, 
whilst strychnine and digitalis, at all events, are 
frequently directly harmful. Saline infusions are 
of decided value in some instances, whilst in others 
they seem to be of no effect. 

All this sort of treatment is, however, only 
symptomatic. What is wanted obviously is an 
antitoxin that will neutralise the products of the 
streptococci that are responsible for the intoxication; 
but this is, unfortunately, not available, for it has, 
as yet, been found impossible to truly immunise 
any animal against scarlet fever, which is a 
necessary preliminary to the manufacture of an 
antitoxic serum. 

The next best thing is to use a bactericidal serum 
prepared from the same organism as is present in 
the particular case. This is, of course, only a 
matter for conjecture, as we cannot identify the 
streptococcus sufficiently quickly. For instance, 
by the time* we had separated the streptococci in 
this case, and had obtained a serum prepared from 
the same organisms—if, indeed, that were possible 
—a week at least would have elapsed. We can, in 
practice, merely determine whether streptococci of 
any kind are present or not, and that does not take 
five minutes, as we have only to examine a stained 
smear from the fauces. 

In practice we employ sera prepared from the 
horse by injection of pure cultures of streptococci 
obtained from other sources. These bactericides 
are of two kinds, monovalent sera from one coccus 
only, and polyvalent where many cultures have been 
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used. There can, I think, be no doubt that in 
scarlet fever the polyvalent sera are the more use- j 
ful; and this is what we should expect. Even if 
an attack of scarlet fever were ever due to one 
streptococcus only—and this I doubt very much— 
the chances of the single organisms being identical 
in the patient and in the horse are but scanty. In 
practice I have given monovalent sera with some 
frequency, but, except in one instance previously 
recorded (* Lancet/ January, 1897), I have never j 
seen any good result follow. I 

I am, however, of opinion that in the polyvalent j 
sera, especially if all the organisms with which the 
horse has been treated have been obtained from 
scarlatinal cases only, we have a remedy of great 
value in these toxic cases. It is essential, however, 
that an adequate dose should be given—not under 
50 c.c.—and that the sera # shall have been freshly 
prepared—under a year old, in fact. 

Fortunately, beyond the production of fleeting 
rashes and joint pains, these sera do not do any 
harm, though they may fail to cure. There is, 
therefore, no objection to trying another serum 
forthwith if the first fail. The intensity of the 
“serum phenomena” (rashes, etc.) seems to bear 
no relation to the amount of serum given. I may 
perhaps remind you that the serum should be in¬ 
jected under the skin at the abdominal wall—never 
between the scapulae—and that both the skin of the 
patient and the syringe and needle must be care¬ 
fully sterilised. 

In this case 50 c.c. of a polyvalent antistrepto¬ 
coccic serum have been given, but so far there has 
been no visible reaction.f 

I will now show you another case. The patient 
is again a girl, aet. 5 years, and this child, too, is 
obviously very ill. The temperature is 104° F. 
and the pulse rate 136. There is delirium here, 
too, but the patient seems to be annoyed with, 
rather than unconscious of, her surroundings. She 
is very restless and fretful.* 

You will, however, at once notice where the 
lesion is in this case. There is extreme swelling 
of the neck, and the child lies on its back, with 
pus issuing from the nose and mouth at each 
expiration. There is marked pharyngeal stridor— 

# I have treated so far eighty-eight cases of toxic 
scarlet fever with polyvalent sera with a mortality of 
22 per cent. 

f This patient died twenty-four hours later. 


note incidentally that the sound is not that of 
laryngeal obstruction—which is due to the fact 
that the tonsils are greatly swollen and are causing 
some obstruction to respiration. Not only is the 
nose full of purulent fluid, but there is also a dis¬ 
charge of matter from the conjunctival sacs. The 
eyelids are red and swollen, infection having taken 
place from the nose through the lacrymal ducts. 

On looking into the throat you will see that the 
tonsils, and to a less extent the uvula too, are 
sloughing. There is a deep cavity in each tonsil, 
the floor of which is covered with a leathery mass 
of necrotic tissue. The soft palate looks as if its 
inflamed surface had been dusted with white 
pepper, this being due to superficial necrosis of the 
epithelium. The whole throat is bright red and is 
covered with muco-pus. The swelling of the neck 
is in this case due to enlargement of the sub¬ 
maxillary and cervical glands, and the skin is not 
involved, though one sees frequently in these cases 
a cellulitic condition of the skin in this region also. 
The tongue is raw and the papillae prominent, and 
you will remember that I pointed out that this co¬ 
existence of a “ clean ” papillated tongue and a 
“ dirty ” throat is pathognomonic of scarlet fever. 
Please also remember that the so-called “ straw¬ 
berry ” tongue, where papillae are seen projecting 
through a coating of white fur, is not pathognomonic 
of anything at all. 

In this case, however, there could hardly be any 
doubt about the diagnosis. The skin of the trunk 
and limbs is covered with a typical scarlet puncti- 
form eruption, and there is commencing ringed 
peeling on the neck and chest. The rash is not as 
red as the cases you saw last week, but is inclined 
to be dusky in colour. 

We have, in this case, to deal with an intense 
local lesion, the sloughing of the fauces, and the 
purulent rhinitis ; and the patient is being poisoned 
by repeated doses of toxins which she is absorbing 
from that area. It is a sapraemic rather than a sep- 
ticaemic condition. In these cases streptococci are 
not, as a rule, present in the blood, though they 
abound at the site of the lesion. 

To this type of case the name “septic” has 
been given. It is hardly pathologically accurate— 
“ sapraemic” would be better—but it is preferable to 
its predecessor, “scarlatina anginosa,” which has, 
like the adjective “ malignant,” been applied to 
cases of any type that are seriously ill. 
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In septic scarlet fever the indication is to attack far as my experience goes, antistreptococcic sera 


the fauces vigorously and, let me add, effectively. | 
There are four ways in which chemical fluids may 1 
be applied to the throat, namely with a spray-pro¬ 
ducer, a swab, in the form of a gargle, and as a 
douche. The spray-producer cannot, as a rule, be 
sterilised, and at its best it only deposits a small 
quantity of fluid on the surface of the faucial 
mucus. Its use is, moreover, distinctly irritating. 
Sprays are intended for the treatment of chronic, 
not acute, conditions. The gargle is useless, as the ! 
fluid does not, as a rule, get beyond the anterior ! 
pillars of the fauces. * j 

The douche is, as you have seen, used for the 
treatment of all scarlatinal throats, and it will be I 
of value here; but its function is to flood the parts 
with a large quantity of a weak solution, and it 
should never be employed with strong disinfectants. 

Wherever it is necessary to apply these, a sterile 
swab of cotton-wool held in a pair of artery forceps 
is the best instrument. I need hardly remind you 
never to use such a dirty implement as a paint 
brush for the throat at all. 

We will, then, have the fauces of this patient 
both douched and swabbed. For the latter pur- i 
pose we will employ as strong a germicide as we 
possess, but, as it should not be poisonous to the j 
patient, carbolic and mercurial solutions must be 1 
excluded. Chlorine preparations are sometimes 
effective, but their use gives great pain,.and the 
child is apt to dread the toilette oP its throat in , 
consequence. Moreover, as has been recently 
shown, preparations of chlorine lose their germi¬ 
cidal power rapidly in the presence of much organic 
matter. The drug that I prefer is undiluted izal, 
which is clinically very effective and is also not 
toxic. It appears to have a selective action on 
necrotic tissue, leaving healthy mucous membrane 1 
untouched ; so in the case of a struggling child it is | 
not necessary to apply it only to the sloughing area, 
but a large swab can be used and the fluid applied 
rapidly to the whole of the fauces. Other solutions ! 
may be employed, but whatever the germicide be, I 
it is essential that it be firmly and deliberately I 
applied. We are dealing with a very serious con¬ 
dition, and valuable time may easily be lost by the 1 
use of inefficient chemicals that do not really come j 
into contact with the organisms that have to be ; 
destroyed. 

Beyond this there is not much to be done. As ! 


are useless in these septic cases. Stimulants are 
best avoided, unless the pulse becomes unduly 
rapid. The convalescence is often prolonged, and 
is apt to be interrupted by an attack of nephritis or 
of cervical adenitis. At the present time I do not 
propose to say anything about the ear in scarlet 
fever, but I may say that this patient is almost 
certain to develop a suppurative otitis media by 
infection along the Eustachian tube, and that it 
will then be necessary to keep a careful watch on 
the mastoid process, and open the antrum forth¬ 
with if any signs of retention of pus present them¬ 
selves. 

These two types will provide you with examples 
of the only kinds of severe scarlet fever that you 
are likely to meet with in practice. I want to im¬ 
press upon you, first, that the treatment of each 
must be conducted on definite lines, and, then, 
that any method to be of any use must be prompt 
and energetic. Bottles of medicine will not do. 

January 21 st f 1907. 


The Diagnosis of Nervous Diseases. By 

Purves Stewart, M.A., M.D., F.R.C.P. 

London : Edward Arnold. 

In this book are reprinted twenty-three lectures, 
some delivered to post-graduate and some to 
undergraduate audiences. It covers the ground 
of diagnosis very fully, and is freely illustrated 
with good figures and photographs. As regards 
the more simple individual symptoms, such as 
pain, anaesthesia, and so on, the accounts will be 
found useful for practical work, but where it is 
necessary to refer to symptoms in combination the 
accounts of diseases are often too meagre to be of 
much value for differential diagnosis. It is of 
course very difficult in writing a book of this kind 
to decide what to exclude and include, and with¬ 
out for one moment wishing to detract from its 
excellence and usefulness one feels that it is rather 
large as simply a guide to diagnosis and yet not 
full enough to be of all-round use. The lecture 
style in which the book is written makes pleasant 
and easy reading. 
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SOME POINTS IN THE DIAGNOSIS 
OF URINARY DISEASE.* 

By R. H. JOCELYN SWAN, M.S.Lond., F.R.C.S., 
Assistant Surgeon to the Cancer Hospital; late Demon¬ 
strator of Anatomy, Guy’s Hospital, and Resident 
Surgical Officer St. Peter’s Hospital for Stone. 


Mr. President and Gentlemen,— I must in the 
first place thank you most heartily for your invita¬ 
tion to appear before you this evening—an invita¬ 
tion which I accepted with some temerity, but 
when I heard that some remarks upon the more 
recent work in urinary disease might prove accept¬ 
able to you, a great burden was lifted from my mind 
and relieved me of the necessity of casting about 
for a subject, for I thought I could put before you 
some facts which might serve to simplify the dia¬ 
gnosis in some of the more obscure cases of urinary 
disease. I propose to deal only with the surgical 
aspect of the subject and shall attempt to make 
my remarks more interesting by reference to 
clinical details of cases which have come under 
my own notice. 

You will, I am sure, pardon my reminding you 
that the urinary organs comprise the kidneys, 
ureters, bladder and urethra, whilst the much dis¬ 
cussed prostate gland bears an important relation 
to the two latter. And here, at the qnset, I would 
like to impress upon you the fact that disease of 
any one of these organs may produce changes in 
another, so that the symptoms of the primary lesion 
are often thrown into obscurity by the more pro¬ 
nounced symptoms due to secondary changes. 
Perhaps I can best illustrate this by a case that was 
recently sent to me by my friend the late Dr. 
Bryant. A man, set. 46 years, had had intermittent 
hsematuria for nine months, with the passage of 
small clots, accompanied by a dull, aching pain in 
the right loin and occasional attacks of severe pain 
simulating renal colic. He had had no increased 
frequency of micturition, but had been losing 
flesh somewhat rapidly. Upon examination, the 
right kidney was easily felt to be enlarged, tender, 
and rounded. A diagnosis of probable renal 
carcinoma had been given and I was asked to see 
him. On further examination by means of the 
cystoscope, a small pedunculated villous papilloma 
was found in the bladder, growing from the 
* Delivered before the Watford Medical Society. 


close vicinity of the ureteric orifice, dragging upon 
the latter and causing hydronephrosis. The sub¬ 
sequent removal of the vfesical growth relieved all 
his symptoms and the kidney quickly regained its 
normal size. This case amply illustrates the fact 
that renal symptoms may be caused by a lesion 
in the bladder, and I feel sure that had not the 
cystoscope been employed, the patient would have 
been submitted to a useless exploration of the 
kidney without the true cause of his trouble being 
ascertained. On the other hand, symptoms refer¬ 
able to the urinary bladder are frequently caused 
by renal disease, and all of you will probably recall 
some case of this nature—such as when a patient 
complains of frequency of micturition and pyuria 
due to the descending infection of the bladder from 
a renal pyelitis. These instances are quite enough 
to emphasise the fact that our diagnosis cannot be 
formed upon the consideration of the more promi¬ 
nent symptoms, but only after a full account has 
been obtained from the patient of the whole course 
of his trouble and only after a thorough examina¬ 
tion of the whole urinary tract. 

Let us consider for a few moments the symptoms 
given by a patient the subject of disease in some 
part of the urinary tract, which commonly include 
pain, haematuria, increased frequency and difficulty 
in micturition, and alterations in the flow and 
character of the urine. These are the points 
usually presented by the patient, but a very great 
deal can be learned by further inquiry into each of 
them. First, take pain, which may be present 
with varying intensity either in the back, groin, 
over the sacral base, in the perineum, or in the 
glans penis. The patient, who is habitually passing 
small calculi from his kidney down the ureter into 
the bladder, recalls that first the pain seized him 
in one side of the back and will put his finger on a 
spot in the angle between the last rib and the 
outer margin of the erector spinae muscle—the so- 
called renal angle; whilst, during the time the 
calculus is slowly making its way down the ureter ? 
the pain becomes successively more intense along 
a line passing round the side above the iliac crest 
and in front of the anterior iliac spine to the 
external abdominal ring, when, after the lapse of a 
variable period, the stone is passed on into the 
bladder and the pain suddenly leaves him to re¬ 
appear in the glans penis each time after micturi¬ 
tion, until the offending calculus is voided per 
Digitized by V^rOCK^lC 
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urethram or otherwise removed. This sequence alkaline, contained a large excess of phosphates 


of events in the position of the pain in ureteric 
descent is not at all uncommon and from it the 
position of the obstruction can be localised. 

The pain, however, varies in character and in 1 
periodicity from the dull, aching, unilateral back¬ 
ache of a cortical stone or of other renal lesions 
to the severe, acute attack of renal colic which 
accompanies the attempts made by the ureter to 
force along an obstructing stone. Exactly the 
same acute pain accompanies the descent of a 
blood-clot, so that the subsequent passage of a 
calculus or clot in the urine is an event of import¬ 
ance in these cases. On the other hand, acute 
pain in the renal angle, shooting down to the groin, 
may occur without ureteric descent, due to the 
fact that a calculus, too large to pass down the 
ureter, has engaged the renal pelvis, or, apart from 
this, may be due to the so-called Dietel’s crisis in 
a movable kidney, probably from some kinking of 
the ureter in association with the abnormal mobility 
of the organ. 

Pain in the lumbar region is, however, com¬ 
plained of in a number of instances in urinary 
disease apart from lesions of the renal tissue. 
Any trouble in the lower urinary passages giving 
rise to obstruction to the normal flow of urine, 
whether in the bladder or urethra, or a secondary | 
infection of the lining membrane of the ureter and ! 
renal pelvis by pyogenic micro-organisms from the j 
bladder, will cause an ill-defined aching in the 
lumbar region. The same indefinite aching in the | 
back may also be due to abnormal conditions of i 
the urine, without any gross lesion of the kidney ; 
and frequently come under the notice of physicians. 

I allude to patients who pass an excess of oxalates 
or phosphates in their urine, acid in the former 
but alkaline in the latter, but whose symptoms will 
be entirely cleared up by proper attention to the 
intake of fluid and diet, aided by the exhibition of 
appropriate drugs in the two conditions. In these 
patients the aching is bilateral but occasionally 
more marked on one or other side. In this con¬ 
nection I might mention two cases which have 
come under my notice during this year. Both 
were young men complaining of fixed unilateral 


but no albumen, blood, nor pus. By treatment to 
render the urine acid, the lumbar pain entirely 
disappeared and both patients were quickly well. 

Another common seat of pain is over the base 
of the sacrum, and in my experience the two 
common causes of this symptom are malignant 
disease of the bladder and enlargement of the 
prostate. I do not wish to imply that this aching 
sacral pain is due to any nerve-pressure by these 
tumours, for I am sure that this is not the case, 
but that it can be classed as a referred pain due 
to changes in the bladder base. Pain due to 
pressure upon the nerves in the pelvis by secondary 
malignant glands is felt in the thigh, usually in the 
course of the sciatic nerve. Carcinomatous glands 
in the pelvis may be due to primary disease in the 
bladder or prostate. I would here like to call 
your attention to the fact that carcinoma of the 
prostate is very far from the rarity that surgical 
text-books would lead one to think, and I hope 
to speak of this again in my remarks upon the 
physical examination. 

Perineal and penile pains are symptoms often 
presented by the patient and we are always taught 
and retain as an axiom that pain in the glans penis 
following micturition is pathognomonic of vesical 
calculus. This, unfortunately, is far from the case 
and our diagnoses are not so easily reached ; when 
a number of urinary cases are seen this dictum is 
soon found at fault. The pain in a case of vesical 
calculus is due to the contact of the bladder wall 
with the stone as the viscus empties, but any cause 
producing ulceration of the bladder mucous mem¬ 
brane gives an exactly similar pain in the glans 
penis following micturition, and this symptom is 
almost constant with tuberculous cystitis and is 
frequent with a vesical epithelioma. 

Hcematuria is another symptom prominent in 
urinary disease, and may, in fact, be the only 
symptom attracting the patient’s attention. The 
hsematuria may be profuse or slight and may occur 
intimately mixed with the urine or as a few drops 
at the termination of micturition. Frequently impor¬ 
tant evidence of the seat of the haematuria can be 
gleaned, in the absence of other symptoms, from the 


lumbar pain and frequency of micturition, and i shape of any clots that may be passed. These 


both had been advised an operation on the kidney 
to remove a suspected stone, although radiography 
had been entirely negative. In both the urine was 


should be floated out in a large basin of water, 
when some may be found of pyramidal shape from 


their formation in the calyces of the renal pelvis 
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or others worm-like, with tapering decolorised 
ends, indicating their formation in the ureter. 
Profuse bleeding accompanied by these clots is 
almost always indicative of renal growth, whereas 
profuse haematuria from a vesical lesion gives rise 
to pancake-like clots, which often become broken 
in their passage through the urethra. That hsema- 
turia should follow an attack of renal pain would 
be expected, but it is not always due to a stone, 
for the mere passage of a clot down the ureter may 
cause typical renal colic, as is well exemplified in a 
case that was under the care of Mr. Pardoe. A 
man aet. 53 years was seized with sudden acute 
pain in the right side of his back, at first remaining 
fixed in the loin and of a “ tearing ” character, 
causing sweating and retching. Three attacks of 
this nature occurred in as many months, and then 
a severe attack in which the pain passed into the 
groin and testicle and was followed in a short time 
by the passage of blood, containing worm-like clots, 
per urethram . Upon examination, the right kidney 
could not be felt, but by the cystoscope blood was 
seen coming from the right ureteric orifice. Ex¬ 
ploration of the kidney revealed a carcinoma of 
the upper lobe, which had involved the renal pelvis, 
and the organ was removed. 

These cases of profuse haematuria, with or 
without pain or other symptoms to point to its 
origin, are, however, less common than those pre¬ 
senting only a small amount of blood in the urine. 
And here it is important to ascertain the relation of 
the blood to the urine during micturition—/. e. 
whether mixed with the urine throughout the act 
or only appearing as a few drops at the termination. 
The appearance of blood with the last few drops of 
•urine during micturition is usually thought to be 
due to a vesical calculus, but let me give you an 
important clinical fact, that vesical tubercle and 
vesical growth may give rise to exactly the same 
symptom and may be made worse by searching the 
interior of the bladder with a sound. Here again 
the diagnosis must be made upon consideration of 
the whole of the symptoms. I might mention 
that marked hsematuria is not an uncommon sym¬ 
ptom in patients the subject of prostatic adenomata. 

Increased frequency of micturition is a very com¬ 
mon symptom arising from a variety of causes 
and is usually looked upon as dependent upon 
some vesical lesion. This certainly is true in a 
large number of cases and is due to some form of 
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cystitis or vesical growth, but we frequently 
find it due to renal troubles or to prostatic enlarge¬ 
ment. I would like to make a special point with 
regard to prostatic trouble, and emphasise the fact 
that the first symptom of prostatic enlargement 
is not difficulty in micturition but increased fre¬ 
quency. The bladder does not become completely 
emptied on urination, and the addition of a com¬ 
paratively small amount of urine to that remaining 
is enough to start the reflex act. As the prostate 
progressively pushes its way upwards into the 
bladder, the prostatic urethra becomes elongated 
and stretched over the enlarging organ, so that a 
collar of urethral mucous membrane is present 
around the internal urethral opening, and the con¬ 
tact of this with urine in the bladder sets up the 
desire to micturate. It may be taken as a general 
axiom that an elderly patient who commences his 
trouble with frequency of micturition is suffering 
from prostatic enlargement, whilst early difficulty 
in micturition points to urethral stricture. 

A large nu mber of cases are troubled with frequency 
of micturition from causes secondary to their initial 
disease—as, for instance, from the cystitis accom¬ 
panying a vesical calculus—and it becomes necessary 
to differentiate the primary from the secondary lesion. 
One of the most important guides to the surgeon 
is the relative frequency of micturition during 
active movement and repose, and in investigating 
a case it is always necessary to ascertain whether 
this symptom occurs during the night as well as 
during the day. If it only occurs during the day 
and is especially marked during exercise, suspicion 
is at once aroused of vesical calculus; but should 
the symptom persist throughout the night, although 
usually less marked, it is probably due to some 
form of cystitis or to prostatic enlargement. This 
is an important factor and in a young subject is a 
very frequent symptom of tuberculous cystitis. 

Difficulty in micturition and forced efforts to 
pass urine are common results of obstruction in the 
lower urinary passages, usually from urethral 
stricture and as a later symptom of prostatic 
obstruction. Difficulty coming on suddenly with¬ 
out any previous symptoms sometimes occurs 
from an enlarged prostate, but is more often due 
to some impaction in the urethra, such as a small 
stone descending from the bladder or prostate. 
However, cases remain in which difficulty in 
micturition does not depend upon any urethral 
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lesion and in which a full-size catheter can* be 
easily passed into the bladder; in these cases the 
surgeon should always examine the knee-jerks. In 
hospital practice I have seen several cases sent up 
as suffering from stricture in whom an endoscopic 
examination has revealed a normal urethra, and 
have found the patient to be suffering from early 
locomotor ataxia or some other spinal cord lesion. 
These cases are by no means uncommon, and I 
now make it an invariable rule to test the patella 
reflex in all cases of difficulty in micturition. There 
is, I find, a false impression in the minds of many 
as to the significance of twisted and forked streams 
from the urethra during micturition, and the sym¬ 
ptom is often said to be due to stricture of the 
urethra, apart from the difficulty and increased 
expulsive efforts during the act. Now, the great I 
majority of strictures are situated in the bulbous ! 
urethra, and the mechanical effect of the stream of 
urine in passing from a relatively narrowed tube 
to a wider one beyond is that it loses its force and 
the stream is s/owed rather than thinned or twisted. 
For the stream to become altered in form requires 
a stricture in the terminal portion of the urethra, 
and this is comparatively uncommon. Thus altera¬ 
tion in the force of a stream of urine is an important 
symptom, but little weight can be attached to the 
complaint of a twisted stream. 

I have so far restricted myself purely to cases of 
urinary disease, but all of you will recall cases 
presenting some of the above symptoms which are 
due to other causes, and I have only to mention 
some of these to remind you that each symptom 
may occur from lesions quite apart from the j 
urinary apparatus. The difficulty of micturition 
as an early symptom of locomotor ataxia I have 
already mentioned; the frequency of micturition 
in women due to the pressure of an abdominal or 
pelvic tumour, or even retention of urine from the 
drag on the urethra of a retro verted gravid uterus, 
has been responsible for many errors in diagnosis, 
whilst I was recently asked to see a case of haema- 
turia in a child whom I found suffering from scurvy 
rickets. It may seem presumptuous on my part to 1 
remind you that the complications of an acute j 
urethritis may give rise to difficulty and frequency | 
of micturition from posterior urethral infection, to j 
pain, or even to haematuria from acute cystitis, but 
my excuse must lie in the fact that I have seen j 
several such cases sent to hospital for a diagnosis, j 


And now, having remarked in perhaps a some¬ 
what cursory manner upon the symptoms, I wish 
to say a few words on the physical examination of 
the patient. Probably a very shrewd opinion 
has already been gained of the patient’s trouble 
by a due consideration of his story ; but so 
often do we find in urinary surgery that errors 
occur in localising the primary seat of disease, 
that all the urinary organs must be systematically 
examined before a definite diagnosis can be made, 
without which the question of treatment cannot be 
entertained. Although one’s attention may be 
strongly attracted to the kidneys or bladder, all 
the organs should be examined, and we have not 
completed this until a rectal examination is made, 
often until a catheter has been passed and some¬ 
times until the interior of the bladder has been 
actually inspected with the aid of a cystoscope. 
This latter proceeding is, I am afraid, out of the 
hands of the busy practitioner, but I will refer to it 
again later. 

With regard to the examination of the kidneys, 
palpation should first be practised in the dorsal 
posture, the patient being directed to draw up the 
| knees and to breathe deep and long breaths. Firm 
pressure should be maintained with one hand on 
| the loin, in the renal angle, and the other imme¬ 
diately below the costal margin in front, any en¬ 
largement or undue tenderness being noted and 
the two sides compared. A manoeuvre bearing the 
name of Jordan-Lloyd’s sign—in which if the 
hand on the abdomen is several times quickly 
depressed, a patient the subject of renal calculus 
will experience shooting or pricking pains in the 
back—has not met with much success in my hands 
in a large number of cases in which I have tried it, 
but by careful palpation I have more than once 
been able to actually feel a calculus in the lower 
pole of a kidney, and in one case I could feel one 
stone crepitating on another. In cases of nephro¬ 
ptosis it is often useful to examine the patient in 
the knee-elbow position, when a movable kidney 
often becomes more easily palpable. I shall not 
enter into the long question of the diagnosis of a 
renal tumour from other abdominal swellings other 
than to say that the bimanual feel of an enlarged 
kidney is the most distinctive, but I will mention 
a clinical point that I have noted in right-sided 
nephric or perinephric tumours— /. e. that the liver 
may be pushed down below the costal margin and 
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that pain may be elicited upon slight pressure 
being made upon it. A case presenting this 
symptom was recently under my care in the Cancer 
Hospital. A man, set. 42 years, had had attacks 
of profuse haematuria and right renal pain for 
twenty-seven years, and upon examination I found 
the lower margin of the liver at the level of the 
umbilicus. The kidney could not be felt, but 
blood was seen by the cystoscope to come from 
the right ureteric orifice. Dulness was continuous, 
with the hepatic dulness to the level of the fifth 
rib in the midaxillary line. I explored the kidney 
through a lumbar incision, and found the organ 
much enlarged by firm growth, but it was impos¬ 
sible to remove it through so small an opening. 
Accordingly this wound was sewn up, and the 
abdomen opened by a vertical incision in the mid- 
Poupart plane. The liver was then found to be 
pushed forwards and downwards by a large carci¬ 
noma of the right kidney, which had grown upwards, 
pushing up the right dome of the diaphragm. The 
peritoneum was incised over the tumour, and the 
whole mass removed. No metastatic deposits 
were found, and when the patient left the hospital 
five weeks later the liver could not be felt. Assistance 
also may sometimes be derived from the employ¬ 
ment of X rays, if a definite shadow be obtained, 
but I regard a negative report from the radio¬ 
grapher of little value owing to the varying density 
of some forms of calculus. A tuberculous or pyo- 
nephrotic kidney also gives a faulty increased 


the same time any thickening of the pelvic lym¬ 
phatic tract or enlargement of the lymphatic glands 
may be sought for in cases suspicious of malignant 
disease. So important is this rectal examination 
that I would fain spend longer time upon it, but 
let me briefly give, you a few instances in which 
you may find it useful. A young man is seen com¬ 
plaining of increased frequency of micturition, 
pain in the glans penis after the act, and perhaps 
the occasional appearance of blood in the urine— 
that is, he complains of symptoms which might 
equally well do for vesical calculus or tuberculosis. 
No evidence can be found of tubercle in his testes, 
lungs, or other organs, and whilst suspecting 
tubercle of the bladder, we know that his symptoms 
would be aggravated by the introduction of a sound 
to eliminate a stone. Now, a rectal examination 
will in a number of these cases prove the existence 
of a nodule in the prostate or vesicle and the 
diagnosis of tubercle is confirmed, whereas any 
undue thickening of the lower end of either ureter 
shows the latter to be already infected. Take, 
again, the case of a more elderly patient suffering 
from increased frequency of micturition, with sacral 
aching and perhaps occasional haematuria. A 
rectal examination may reveal an enlarged prostate 
or, failing this, a thickening of the bladder base due 
to carcinomatous infiltration, whilst the position of 
this in close proximity to or involving the ureteric 
orifice would explain any symptoms referable to 
one or other kidney from backward pressure. 


shadow to the rays. 

It is often important to gain a knowledge of the 
condition of one or other ureter, as, for instance, in 
the examination of a tuberculous case. In a thin 
subject the ureters can sometimes be felt, if en¬ 
larged, as they cross the pelvic brim ; but the lower 
ends can be much more satisfactorily examined 
per rectum or per vaginam , and I should like here 
to make a special point upon the importance of a 
rectal examination. By this means, in the male, 
not only can the prostate be examined for any 
enlargement or tuberculous nodule, but the seminal 
vesicles, bladder base, and lower ends of the 
ureters can be in most cases palpated. To reach 
the latter the patient should kneel, resting on his 
elbows, this position giving a much greater freedom 
in examination, or, should he be under an anae¬ 
sthetic, supra pubic pressure in the dorsal position 
will bring the pelvic organs into easy reach. At 


Other conditions will readily be recalled, but two 
cases always come to my mind in speaking of this 
subject—both cases of calculus impacted in the 
lower end of the ureter, one of which had already 
had the kidney explored and the other the appen¬ 
dix removed for supposed appendical colic without 
any amelioration of their symptoms. Whilst speak¬ 
ing of the rectal examination, I might mention 
another clinical fact to you, namely the ease with 
which an enlarged prostate can be felt bimanually. 
This is only one of the many points which we owe 
to Mr. Freyer, to whom the whole credit of the 
recent advances in prostatic surgery is due, and 
from whom we have learned many clinical facts 
about the prostate which had hitherto passed un¬ 
noticed—first that a patient may present marked 
symptoms of prostate obstruction without any en¬ 
largement to be felt per rectum^bxxt where the adeno¬ 


matous growth has formed an intra-vesical tumour 
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which can be readily felt bimanually ; and secondly, of losing a patient when his trouble has been 
and by no means the least important, that car- apparently relieved. 

cinoma of the prostate is by no means the rarity I am afraid this digression has taken me off my 
that it was formerly supposed : irregular enlarge- line, but there are a few points in the examination 
ment, areas of increased density, and fixity of the of the urethra which I would like to mention, and 
gland to the surrounding pelvic tissues are all as this must form the prelude to any instrumenta- 
points suspicious of malignant disease. tion of the bladder I can speak of the two together. 

Physical examination of the bladder, apart from Occasionally a stricture can be felt from the surface, 
that by the rectum or by instrumentation, is but for most purposes it is necessary to pass some 
practically limited to the palpation of a distended instrument into the canal. The urethra should 
bladder, which gradually rises above the pubes, always be previously washed out with some boracic 
Occasionally I have felt a distended bladder to one lotion, and it is a very useful adjunct to pass a few 
side of the middle line, and due, I think, to the minims of a 5 per cent, solution of cocaine into the 
sacculation which occurs in a chronically distended urethra to prevent any pain to the patient. Need- 
organ. An abnormal distension may arise from less to say, all instrumentations should be done 
some obstruction in the lower passages or be due under aseptic precautions, and it is always well to 

to some lesion of the nervous mechanism and commence by passing a soft bougie, size about 

reach a large degree. I remember the case of a 20, French, if any contraction be suspected, and 
woman with acute retention caused by the retro- should this fail to pass smaller sizes can be 
version of a gravid uterus, in whom the urine successively tried. It is a great mistake to corn- 
drawn off amounted to 172 oz., but this must be mence with a small bougie or with a steel sound, 

exceptional. A word of warning—which I have as one may be greatly misled if it fails to pass 

never found given in any text-book, but which is of readily. Much better than this, however, is to 
vast clinical importance —never completely empty an examine the urethra by direct observation by an 
abnormally distended bladder . Most of these cases endoscope, when, by distending the canal with air, 
occur in patients the subject of some chronic each part down to the membranous urethra can be 
urinary obstruction, in whom the backward pressure successively examined, any contracture or abnor- 
has already injured the kidneys. With the onset mality directly ascertained, and the approximate 
of acute retention, the pressure in the renal pelvis size of any stricture present noted, 

is much increased and the sudden lowering of this The urethra being found of normal calibre, the 
tension by emptying the bladder produces a rapid examination of the bladder by instrumentation can 


congestion of the already injured kidneys and 
frequently death from uraemia within forty-eight 
hours. The obvious thing seems to be to relieve 
a patient with acute retention, but the more 
gradually this is done the better for his safety. In 
the case of a man with retention from prostatic 
enlargement, pass a medium-sized catheter and 
draw off a part of the urine, say, 20 oz., and 
replace it by 10 oz. of boracic lotion, tie in the 
catheter, and repeat the procedure at intervals of 
half an hour until the bladder is empty. With 
acute retention from a stricture it is better to pass, 
if possible, the finest catheter or filiform guide and 
let the urine drain out drop by drop or at the side 
of the guide, when the stricture can later be divided 
with comparative safety. At the expense of appear¬ 
ing dogmatic, I would ask you to bear this point 
well in mind in dealing with a case of vesical 
distension, and thus be saved the mortification 


be undertaken. The passage of a catheter may be 
required to obtain a sample of urine for bacterio¬ 
logical purposes, or merely to ascertain the existence 
and amount of residual urine in a case of prostatic 
obstruction, for with the progressive advance of this 
disease the amount of residual urine increases. To 
test this always get your patient to pass his urine 
standing before you, noting the character of the 
stream and the hesitation with which it is com¬ 


menced, and then pass a catheter with the man 
lying down. A flexible Cond£ catheter is the best 
in these cases, accommodating itself better to the 
altered urethra. Again, in sounding a bladder for 
suspected stone a catheter should first be passed 
and the bladder emptied. A small, known quantity 
of boracic solution—say 4 oz.—is then thrown into 
the bladder and the pelvis raised by means of a 
small pillow. The catheter is then removed, the 


sound introduced, and the bladder systematically 
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examined. Personally, I very seldom use a sound, 
but prefer to use a cystocope, where a small stone, 
so easily missed with a sound, can be readily seen 
or any other pathological condition of the bladder 
ascertained. As I have already said, so often are 
the symptoms of vesical calculus mimicked by those 
of vesical tubercle, that the cystoscope is of greater 
advantage here, for one instrumentation will suffice, 
whilst a sound in a tuberculous bladder is apt to 
cause trouble. 

Before completing the physical examination, 
always examine the testes and epididymis for any 
nodules which may give a clue to a tuberculous 
lesion, for the combination of a genital and urinary 
tubercle is common, but at the same time be on 
guard against mistaking a nodule in the epididymis 
due to past gonorrhoeal infection for one due to 
tubercle. 

Finally, gentlemen, a few points on the examina¬ 
tion of the urine. I am sure it is unnecessary for 
me to tell you anything about the ordinary tests for 
albumen, blood, etc., and I have incidentally spoken 
of the examination of anv clots, but I might men¬ 
tion one or two details from which information may 
be derived. There is one form of urine which I 
have found puzzles students, and is one of pale 
colour, acid, low specific gravity, with a peculiar, 
opalescent, sheeny appearance. It contains a 
small amount of pus and albumen, sometimes a 
little blood, and is due to bacteria. It is the com¬ 
mon type of urine seen in pyelitis, in tuberculosis 
of the urinary organs and, in fact, any urine con¬ 
taining an amount of bacteria. The microscopic 
examination of any urinary sediment should not 
be omitted, and a search made for any character¬ 
istic epithelial cells from the urinary tract, pus, 
blood-corpuscles, and urinary crystals ; and as a 
case in point I might mention one I have recently 
had under my notice. I was asked to see a lady, 
aet. 25 years, suffering from indefinite lumbar 
aching, particularly on the right side, and with 
increased frequency of micturition. She had had 
her appendix removed three years ago without re¬ 
lief, and had been treated for some time for 
ovaritis. I could find no renal nor vesical dis¬ 
ease, but found her urine of high specific gravity, 
free from albumen or pus, but loaded with oxalate 
crystals. Examination of daily samples remained 
the same until I persuaded her to drink large 
quantities of fluid, when the pain absolutely dis¬ 


appeared and the urine no longer deposited 
crystals. 

Then, again, examine any pieces of solid material 
which may be passed in the urine, for it is no 
uncommon event for a patient to tell us he has 
passed small stones, which prove upon examination 
to be the conical phosphatic caps which form as a 
vesical growth in an alkaline urine. 

And now, gentlemen, if I have not already taken 
up too muclrof your time, I would like to briefly 
mention the points about the special instruments 
used in urinary diagnosis—the cystoscope and the 
separator. I have as yet but merely alluded to 
them, as their use must remain, at present at all 
events, in the hands of a few. The form of cysto¬ 
scope now most generally used is probably familiar 
to all of you (Nitze’s). Unfortunately, the early 
instruments were far from satisfactory, and it has 
most undeservedly been looked upon more as a 
surgical toy than as an assistance, in a great part 
owing, I think, to the inability of most surgeons to 
use it sufficiently often to gain an accurate know¬ 
ledge of the appearances shown by it. To my 
mind—and I have had a fairly extensive experience 
with it—there are few more valuable instruments to 
the surgeon, but, just like any other special 
instrument, an experience of a large number of 
cases is necessary before one is able to give a 
definite opinion upon what is seen. Even the 
appearances in a normal bladder will differ with 
the amount of distension of the latter, and whilst 
the coarser lesions can be easily seen, it is difficult 
| to be dogmatic upon the less pronounced, such as 
early tubercle, or to give an opinion upon renal 
disease from the appearance of the ureteric orifices, 
without frequent use of the cystoscope. The 
bladder must be thoroughly washed out until the 
fluid returns perfectly clear, and then distended to 
that amount which the patient can comfortably 
hold. The cystoscope is gently passed into the 
bladder and the whole surface systematically in¬ 
spected ; the ureteric orifices are easily brought 
into view and the form of each side compared, 
whilst the character of the urine and the manner 
in which it is ejected from each orifice noted. 
Normally, the urine is passed into the bladder in 
rhythmic jets from each orifice, a wave of peristalsis 
passing down the ureter, and seen from the vesical 
aspect in the terminal inch or so, followed almost 
immediately by a shoot of urine into the bladder, 
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mixing with the clear medium with the wavy lines 
seen when glycerine is mixed with water. Urine 
containing even small quantities of blood or pus 
from the kidney can often be detected and the site 
of the lesion thus accurately determined, whilst the 
presence of a vesical calculus, growth, or prostatic 
enlargement definitely confirmed. It has been 
frequently urged that the cystoscope is useless in 
cases of vesical growth, from the readiness with 
which bleeding is caused, but this can, in the great 
majority of cases, be prevented by careful manipu¬ 
lation, or even arrested by irrigation with an 
astringent, such as AgNo <r 1 : 5000. Perhaps I can 
most easily demonstrate the use of the instrument 
by giving you a short account of some cases which 
have occurred under my own notice in which the 
cystoscope was of the greatest value in the 
diagnosis of the lesion where all other methods 
had failed, and where by its use appropriate treat¬ 
ment could be effected. 

Case i. —G. N—, set. 46 years, was seen in con¬ 
sultation with Dr. Ingram and the late Dr. J. H. 
Bryant. He had had several attacks of profuse haema- 
turia and aching pain in the right loin, with 
occasional attacks of severe pain simulating right 
renal colic. No increased frequency of micturition. 
On examination the right kidney was easily felt, 
enlarged, rounded, and tender. Left kidney not 
palpable. Per rectum the prostate was found 
normal, but the right ureter was felt to be dilated. 
By the cystoscope a villous papilloma was seen 
arising from the right side of the interureteric bar. 
The growth was removed by supra-pubic cystotomy, 
and the kidney quickly regained its normal size. 
The operation was performed over two years ago 
and the patient remains quite well. In this case 
the kidney, at first thought to be carcinomatous, 
was hydronephrotic from the obstruction to the 
orifice of the ureter by the growth. 

Case 2.—W. W—, set. 36 years, was also seen 
with Dr. Bryant in Guy’s Hospital in January, 
1905. He had been well until two months pre¬ 
vious, when he found his urine loaded with blood. 
This had continued with varying intensity during 
the interval, but unaccompanied by any pain or 
increased frequency of micturition. The haema- 
turia was not lessened by rest or drug treatment; 
the testicles and prostate were normal, but the left 


kidney could just be felt on deep palpation. On 
cystoscopic examination the bladder was found 
normal, but blood-stained urine was seen to be 
emitted with large efflux from the left ureteric 
orifice. The left kidney was subsequently explored 
and found cystic from an abnormally placed 
ureter. 

Case 3.—J. P—, set. 54 years. For two years 
had had increased frequency of micturition and on 
three occasions during this time had noticed blood 
in the urine. He then had complete retention and 
was admitted into St. Mary’s Hospital, where he 
remained for a month on complete catheter life. 
This he continued himself for four months, when 
he was admitted to St. Peter’s Hospital under Mr. 
Freyer, still unable to pass any urine voluntarily. 
The prostate could not be felt enlarged per rectum , 
there was no infiltration of the bladder base, and 
there was no stricture of the urethra. Urine acid, 
turbid, specific gravity 1012, pus and albumen 
present. On cystoscopy a small, coarsely fim¬ 
briated papilloma was found growing from the 
bladder mucous membrane, immediately above the 
urethral orifice and evidently blocking the latter 
during attempts at micturition. The growth was 
removed by Mr. Freyer and the patient was able to 
micturate normally within a fortnight. This patient 
had been apparently condemned to catheter life on 
the assumption that he had an intra-vesical pro¬ 
static enlargement. No cystoscopic examination 
had been made, and without it it would have been 
difficult to arrive at a correct diagnosis. 

Case 4.—Mrs. E. R —, aet. 46 years, was admitted 
to St. Peter’s Hospital under Mr. Freyer. An abdo¬ 
minal tumour was present under the right costal 
margin in a very stout patient, but so tender on 
palpation that no satisfactory examination could be 
made. For two years she had had attacks of pain 
in the right subcostal and lumbar regions, and 
during the last two months her pain had been 
more acute, accompanied by the passage of choco¬ 
late-coloured urine. She had been jaundiced on 
two occasions, on one of which the pain and jaun¬ 
dice had been present at the same time. The tumour 
was rounded, reaching from the costal margin to 
the umbilical level, moved with respiration and 
was dull to percussion. Urine acid, 1018, albumen 
and pus present. Under an anaesthetic the tumour 
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could be grasped bimanually and felt to be an 
enlarged kidney, and on cystoscopy a small, 
conical, irregular calculus was seen projecting from 
the right ureteric orifice. The left ureteric orifice 
was normal. The calculus could be felt per 
vaginatn and was manipulated into the bladder, 
from which it was removed together with a large 
quantity of foul green pus. On again using the 
cystoscope a jet of thick pus could be ejected from 
the right ureter by slight pressure upon the kidney, 
and eventually the renal tumour became flaccid and 
collapsed. The bladder was washed out daily, and 
the patient left a fortnight later with still a little 
pus in the urine and the kidney just palpable. 
This patient did not present the usual symptoms 
given when a calculus is impacted in the lower end 
of the ureter, and without an anaesthetic it was 
difficult to determine the nature of the abdominal 
tumour. Had not the cystoscope been employed, | 
it is highly probable that a nephrotomy would 
have been performed to drain the pyonephrotic 
kidney, when a urinary fistula would have formed 
from the impaction of the stone in the terminal 
part of the ureter. 

Case 5. —A. H—, set. 25 years. First noticed 
a stoppage of the stream during micturition 
eighteen months before, not complete but causing 
straining. Frequency of micturition increased for 
four months. No penile or lumbar pain. No | 
haematuria. Urine 1012, acid; trace of pus ! 
present. His doctor sounded the bladder, felt a 
stone, and sent the case to me. On cystoscopy 
a vesical papilloma was seen on the left side of 
the bladder base, and beyond this a small uric 
acid stone. These were subsequently removed by 
supra-pubic cystotomy. Had the cystoscope not 1 
been used and a litholapaxy attempted, much 
trouble would have probably ensued from the 
damage done to the villous tumour. 

I am quite prepared to hear you tell me after¬ 
wards that these cases are exceptional ones picked 
out of a large number, and certainly this is so, but, 
gentlemen, I could add many more to them but 
for the fact that “ time waits for no man.” Let me 
say this, however, that I consider that all cases in 
which disease is suspected in the bladder or kidney ; 
should, before operation, be subjected to a critical 
cystoscopic examination, for by that means I feel 
sure many patients would be saved the negative 


exploratory operations on the kidney and bladder. 
It is not at all infrequent for vesical lesions to give 
rise to symptoms pointing to renal disease and vice 
versa from secondary changes, so that unless the 
interior of the bladder be inspected these errors 
will continue in the practice of surgeons, if they do 
not appear to light in medical literature, although 
many have now had sufficient experience with the 
cystoscope to avert many of these mistakes. At 
the same time, I am only too fully aware that the 
instrument cannot come into general use, but I 
think I have said enough about it to dispel the idea 
that it is merely a surgical toy. 

With regard to the other instrument, the segre- 
gator, my experience has been more limited, as the 
necessity to use it is not great. When, however, 
we wish to estimate the comparative functional 
activity of the two kidneys, its use is called for. 
The form most commonly used is that of Luy’s, 
and personally I have satisfied myself that a true 
separation of the urine from each side is effected. 
In the second case I mentioned of the man with 
the painless renal haematuria, I used it and obtained 
perfectly clear urine from one side and blood-stained 
fluid from the other, the former containing 1*2 per 
cent, urea and the latter only *5 per cent., and here 
obviously a true separation was obtained. In another 
case I was able to demonstrate that an enlarged 
kidney supposed to be diseased was in reality en¬ 
larged in a compensatory degree, the other being 
so diseased as to be functionless, and thus was 
enabled to prevent a hazardous operation being 
performed on the only sound organ. I need hardly 
mention that the surgeon must first ascertain the 
condition of the bladder before employing the 
separator, so that it is in most cases necessary to 
first use the cystoscope. 

In conclusion, gentlemen, no one is more con¬ 
scious than I of the shortcomings of this address, 
but rather than put before you lists of statistics or 
details of elaborate operations, I thought a general 
talk on urinary disease would be more acceptable 
to you. I must thank you for bearing with me so 
patiently, but if what I have said is of use to you 
in your practice or will help to elucidate any of the 
more obscure cases of urinary disease, I shall feel 
more than satisfied. 

January 21 st, 1907. 
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A MEDICAL CONSULTATION AT 
ST. BARTHOLOMEW’S HOSPITAL. 


Present : 

Dr. Norman Moore, Dr. Samuel West, Dr. Ormerod, 
Dr. Herringham, Dr. Tooth, Dr. Fletcher, 

Dr. Horton-Smith Hartley. 


Dr. Norman Moore : This is a patient who was 
admitted into the hospital on September 13th. For 
about two months before that time he had been 
losing flesh and felt indefinitely put of health. His 
occupation is that of night porter. On September 
12th he had a severe attack of haematemesis, and 
after that vomiting of blood; he passed several stools 
containing blood. He was admitted next day to 
the hospital, and after being given an enema con¬ 
siderable quantities of altered blood came away. 

I mention that so that you may be quite certain 
there is no mistake about the haematemesis. On 
admission he said that he generally had pain about 
two hours after taking food. But that pain soon 
subsided, and it does not appear to have ever been 
very severe. It was possible to feel, at the lower 
edge of his liver, above the umbilicus, a quite dis¬ 
tinct tumour. After a few days in bed he became 
very much better, had no more haematemesis, said 
he had hardly any pain, and the tumour was no j 
longer to be distinctly felt. He had no diarrhoea. I 
I do not know that there is much else to say about 
the condition, except that he has curious blackish 
spots over his body, but he says he has always had 
them. A few days ago I examined him under an 1 
anaesthetic, and the tumour formerly felt but after¬ 
wards not to be felt was distinctly to be felt in ; 
a somewhat lower position on the right side of the 
abdomen and a little below the level of the um¬ 
bilicus, certainly lower down in the abdomen than 
it has been. It moved quite freely, and I could 
not satisfy myself yesterday that it had any reference 
to respiration. It was not the least tender on 
pressure. His temperature is not raised and his 
blood-count is natural, namely 4,200,000 reds and 
10,660 whites. We gave him a test meal, and the 
result was that the reaction was neutral; no free 
acid was present. The liver certainly is somewhat 
larger than natural; it extends below the costal 
arch, but its surface is not irregular. That patient, 


then, has had haematemesis, and he has a lump in 
his abdomen. My own opinion is that the lump 
is a new growth, which communicates with some 
part of the alimentary canal, but what that part is 
lam not certain. The points upon which I was 
most anxious to have the opinions of my colleagues 
were these : first of all, whether they agreed in the 
view that it is a new growth; secondly, if they 
could state where the growth is; and thirdly, 
supposing the growth to be in the pylorus, 
whether, bearing in mind the mobility of the 
tumour, they would advise me to have a consulta¬ 
tion and possibly get a surgeon to operate on that 
patient. 

Dr. Horton-Smith Hartley : I think there is 
little doubt that there must be a growth in this 
case. There is a mass which is very firm and 
which does not pit on pressure, and which would 
appear not to be faecal in nature. Assuming the 
tumour to be a new growth, I should be inclined 
to think that it is situated in the pyloric end of the 
stomach, although at the time of my examination 
it was to be felt rather more in the right hypo¬ 
chondriac region than is usual in such cases. But 
| one does sometimes find a growth in the pylorus 
I displaced to that situation. The mass was ex¬ 
tremely movable, and that again is in favour of it 
j being in the stomach region. Further, the absence 
I of free hydrochloric acid in the test meal ought to 
be given some weight. The fact that the patient 
has had melaena, as I understand, even apart from 
haematemesis, would lead me to suspect that the 
growth has passed from the pyloric region of the 
stomach into the duodenum. With regard to 
treatment, I should be inclined, without pressing 
an operation, to advise an exploratory laparotomy, 
and to be guided as to further surgical treatment 
by the condition met with at the time of the 
exploration. 

Dr. Fletcher : I should be inclined to agree 
with the opinion that the tumour which one feels 
there is, first, connected with the stomach, and 
secondly, that it is highly probable it is connected 
with the pylorus, even if it is not the pylorus itself. 
Its mobility is rather in favour of that too. Further, 
the fact of the absence of free hydrochloric acid in 
1 the stomach contents after a test meal and the 
history of very rapid wasting, taken with the 
haematemesis and melaena, all point to the same 
| thing. There is an absence of one important feature. 
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supposing it to be a growth in the neighbour¬ 
hood of the pylorus—namely, dilatation of the 
stomach. As to the treatment, I should be very 
much inclined to recommend a consultation with a 
surgeon and to advise an exploratory operation, 

Dr. Tooth : There is considerable enlargement 
of the liver, and I should be afraid there is some 
secondary growth in that organ. Otherwise I agree 
with what Dr. Hartley and Dr. Fletcher have said. 
I should have an exploratory operation done. I 
do not see that such a procedure could do any 
harm, and good might come of it. 

Dr. Herringham : The growth might be in the 
duodenum, the haematemesis is such as you often 
get in duodenal ulcer, and the melaena is the usual 
product of ulcer or growth in that situation. I 
should advise an exploratory operation. 

Dr, Ormerod : What I thought I felt yesterday 
was a firr^ semicircular edge, moving very dis¬ 
tinctly with respiration, which I took to be probably 
stomach, bearing in mind the history and the 
occurrence of haematemesis. Perhaps it is not so 
much the pylorus as the lower edge of the stomach, 
thickened from new growth. That would explain 
why the stomach is not dilated. In fact, the stomach 
is often small when infiltrated with new growth. If 
that is the correct view, operation would not do 
much good. But the diagnosis seems to me so 
uncertain that it would be justifiable to have an 
exploratory operation done to find out what is the 
condition of affairs. 

Dr. West : I think that on the whole it is most 
likely the pylorus which is affected. If it is pylorus 
that will account for its mobility. It would be a 
little more difficult to account for that feature of it 
if it were in the duodenum. But it is an open 
question. With regard to its nature I think there 
can be no doubt that it is growth. With regard to 
the liver, which seems a most important matter, 
when he was under an anaesthetic yesterday and 
we could examine him better than we can to-day, 
the liver seemed to be obviously enlarged, not only 
upwards but also downwards, up in the direction 
of the right nipple. If that be so there is hardly 
any explanation, except that there is secondary 
growth in the liver itself, and this would be an 
indication against operation. There is one other 
little point which you referred to; namely the 
presence of small, dark, pigment spots on the 
skin. Their presence would have been very 


interesting if they had developed since the com¬ 
mencement of his illness. But as they have been 
there all the man’s life they have no bearing upon 
the case. One does see them frequently in cases 
of new growth. I do not think there would be 
any objection to operation, but taking the view 
that there is probably involvement of the liver, I 
do not see that we are going to do much good by 
it 

Dr. Norman Moore : I am greatly obliged by 
my colleagues for their views, which generally 
agree with my own, namely that it is a growth in 
or near the pylorus. That it is in the duodenum 
would be consistent with the symptoms, but the 
extreme movement which it permits one more 
often associates with the pylorus than with the 
duodenum. With regard to any operative pro¬ 
cedure, the general opinion seems to be that not 
much is to be hoped from it, but that it might be 
tried. I had myself hoped—I think without 
sufficient grounds when I hear what my col¬ 
leagues have to say—that the enlarged liver 
might be something else than new growth, that 
the man might really have had fatty engorgement 
of his liver at some previous time, and that the 
enlargement was not due to masses of new growth. 
One did not feel any roughness in it, but, of course 
the probability is in favour of it being new growth. 
I shall be inclined however, since it cannot do the 
patient harm, and it will give him some chance of 
surgical treatment, to recommend him to have an 
exploratory operation. 


Dr. Herringham : This young man is a carman, 
and he came in with the following history : For 
five years he has been subject to repeated attacks 
of nose-bleeding. He now has them about once 
a week. He has never had bleeding from any 
other part, except occasionally from his gums. 
This bleeding from the gums we have seen. He 
came to us because he had been bleeding so much 
from the nose. On September 1st he was obliged 
to go to bed on account of general weakness; he 
remained in bed for four weeks, and when he got 
up his legs began to swell. There is no history of 
any member of his family having been subject to 
attacks of bleeding. That is the whole history of 
his illness and of his anaemia. He has an enlarged 
heart, with murmurs, and he also has a slightly 
enlarged spleen. No swelling of his legs has been 
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observed during his stay in hospital. The urine 
and lungs are natural. Cultures made from his 
blood remained perfectly sterile; there was no 
evidence of any infection of the blood. As counted, 
the blood showed the following result: On the 
day of admission the white cells were 3000 
and the red cells 2,500,000, haemoglobin 27 per 
cent., and the colour index 54. There were 
never found any nucleated red cells or any other 
abnormality in the red cells themselves. That 
account, with a little variation, has been repeated 
on other occasions. When a differential count of 
his leucocytes was made it revealed nothing 
abnormal, except that there is some slight relative 
lymphocytosis. I should like to ask my colleagues 
what, in their opinion, is-the matter with the man, 
and what they consider to be the best thing to do 
for him. His temperature was very slightly raised 
on the first two or thrfee days after admission, but 
has since remained normal. 

Dr. Horton-Smith Hartley : I think it is an 
extremely difficult case. The patient has an anaemia 
of a secondary type, and the question is, what is 
the cause of it? It would appear that all the 
ordinary causes have been excluded, and I can 
only think of one other, and that is the possibility 
of intestinal parasites, possibly of the ankylostoma 
type. I would suggest that the faeces should be 
carefully examined from this point of view. If no 
such cause can be found I should be inclined to 
think that the patient is a haemophiliac, and that his 
epistaxis is a symptom of this disease. In regard 
to treatment, I should advise a course of arsenic 
in large doses. 

Dr. Fletcher : I regard this as a case of grave 
secondary anaemia, and do not think it is due to 
any form of intestinal parasite. It is difficult to see 
how he could get ankylostoma. On examining his 
chest I found a good deal of rile in both lungs 
and I wondered whether he might not have 
phthisis, a frequent cause of secondary anaemia. 
His father died at the age of thirty-six, of what was 
called “ bronchial catarrh.” 

Dr. Tooth : I have no original suggestion what¬ 
ever to make on this case. Having in conversation 
heard what your opinion is, I will not say any more 
because I agree with it (splenic anaemia). I 
approach these spleen diseases as a student. We 
have yet to see an ultimate and satisfactory classi¬ 
fication of splenic diseases. 


Dr. Ormerod : There is only one other thing to 
say. It seems to be agreed that it is secondary 
anaemia, and taking the history alone, it looks as if 
the anaemia is secondary to bleeding from the nose. 
So I suggest that the examination of the alimentary 
canal should be followed by an examination of the 
nose, to see if there is some possible focus there 
which gave rise to it. I admit there is the difficulty 
that he bleeds from the gums also. 

Dr. West : I think it is a case of secondary 
anaemia. The history seems to point to its being the 
result of the epistaxis, and I wonder whether there is 
any local disease in the nose. I should regard the 
enlargement of the spleen as a condition depending 
on the anaemia and not the cause of it. 

Dr. Norman Moore : I have nothing to add. I 
agree it looks like a case of secondary anaemia. It 
seems much too extreme to be directly due to 
valvular disease, which, of course, do^s produce 
paleness, and which does produce in young people 
sometimes frequent bleeding from the nose, though 
not so frequently bleeding from the gums. 

Dr. Herringham : When the boy came in I 
thought that the condition of the heart might 
possibly account for these repeated haemorrhages, 
that he might have infective endocarditis. But we 
found that he had been subject to them for five 
years. That seemed inconsistent with the dia¬ 
gnosis of infective endocarditis, and as he had no 
sign of blood infection, nor any leucocytosis, I 
thought the presence of that condition was abso¬ 
lutely excluded. It seems to me that the only 
possible alternative is some primary disease of the 
blood. The signs, I think, are consistent with the 
disease called splenic anaemia. His spleen is not 
so large as it usually is in this condition, but it is 
known that haemorrhages may occur before the 
enlargement of the spleen takes place, and when 
he first came in he had one peculiarity which you 
find in splenic anaemia, and that is a deficiency in 
leucocytes. I am surprised that none of my col¬ 
leagues have taken that view of the case. Nothing 
abnormal has been found in the nose, and the fact 
that haemorrhages have occurred from the gums as 
well as the nose is in favour of the attacks being 
due to some condition apart from local disease. 
Those are the two possibilities which occur to me, 
and I think it is the second which I mention which 
is the more probable. 
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Delivered at the Hospital for Sick Children, Great 
Ormond Street. 

By ROBERT HUTCHISON, M.D., F.R.C.P., 

Assistant Physician to the Hospital. 


I Ladies and Gentlemen,— Diseases of the skin 
are, I am afraid, rather uninteresting, and in 
childhood, at all events, they are fortunately very 
rarely in any way dangerous to life or even to 
health ; but as their treatment will undoubtedly 
cause you a good deal of trouble in practice I 
thought it might be well to devote a lecture to 
them. I shall deal with the subject mainly from 
the point of view of treatment, for I can profess to 
none of the ^ecialist’s knowledge of the pathology 
of cutaneous diseases. 

It has to be recognised at the outset that in 
children the skin is peculiarly apt to suffer from 
disease of one sort or another, and that for several 
reasons. In the first place, it is of a softer and 
1 more delicate texture than it is in the adult, and 
therefore more prone to suffer from the conse¬ 
quences of mechanical or chemical irritation. In 
the second place, owing to the relatively larger 
surface of the child and the important part which 
the skin plays in the regulation of temperature, 
it is subject to great fluctuations in its blood- 
supply, which must predispose it to suffer from 
inflammatory processes. Thirdly, the vessels of 
I the skin are apparently under less efficient ner- 
! vous control in early life than they are in the 
adult, so that diseases of neuro-vascular origin, 
such as urticaria and the erythemata and reflex 
congestions (the result of digestive disorders) 
occur more readily than in later life. Lastly, 
children are more subject to the attack of para- 
! sites and to the consequences of a lack of 
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cleanliness than grown-up people, whilst their inti- 1 
mate contact with each other in school and at 
their games renders them specially prone to con¬ 
tagion. If you bear these points in mind it may 
. help you to take measures to prevent the develop¬ 
ment of cutaneous diseases amongst any children 
who may be under your care. 

When you are confronted with any case of skin.’, 
eruption in a child it is well before proceeding any 
further to ask yourself three questions : (i) Is it 
the eruption of one of the specific fevers? (2) Is 
it the result of a drug ? (3; Is it due to an 

insect or parasite ? 

Specific, Drug, and Parasitic Rashes. 

(1) In answering the first of these questions 
the thermometer should keep you right. Be 
suspicious of any eruption which is accompanied 
by fever. 

(2) To dispose of the second question you must 
inquire what medicines, if any, the child has been 
taking. Now, almost any drug may, in a child which 
happens to have an idiosyncrasy to it, produce some 
sort of cutaneous eruption, but some are met with 
more frequently than others. Antipyrin, for in¬ 
stance, produces an erythema fairly often. A 
copaiba rash may very closely simulate measles or 
scarlatina, and I have even known it*to be accom¬ 
panied by some pyrexia; but, fortunately, copaiba 
is not often administered to children. Commonest, 
perhaps, and certainly the most serious of all, is a 
bromide rash. In little babies a bromide rash 
presents quite distinctive features. It is not—as 
it is in the adult—pustular, but consists of curious 
fleshy papules, sometimes almost cauliflower-like, 
which are scattered discretely over the body, but 
with a special tendency to affect the head and 
face. They are not inclined to suppurate, but 
pursue an indolent course, and when they dis¬ 
appear leave scars behind. The true cause of such 
an eruption is very apt to escape recognition. 

(3) As regards the rashes produced by insects 
and parasites I would remind you not to mistake 
the results of the flea or other bites for purpura, as 
I have known done more than once. The pre¬ 
sence of a darker puncture in the centre of each 
spot in the case of bites should prevent such an 
error. Mosquito or midge bites may produce 
rather puzzling appearances, and, as I shall have 
occasion to point out later on, they may closely 


simulate an erythema nodosum. Scabies as it 
affects children I shall refer to later. It is charac¬ 
teristic of all these rashes produced by insects and 
parasites that they itch , and in a doubtful case this 
may be of diagnostic value. 

Intertrigo. 

Perhaps the simplest form of skin disease is that 
superficial form of dermatitis which we speak of 
as intertrigo. The appearance of this is too 
well known to ail of you to need any special de¬ 
scription, but, as its name implies, it is the result 
of a fretting or galling of the skin by some super¬ 
ficial irritation. Such irritation may be brought 
about by the excreta, in which case extensive 
intertrigo may occur over the parts covered by 
the napkins, whence it may spread to the backs of 
the legs and the heels, from their being drawn up 
towards the buttocks during attacks of colic. It 
is also met with, usually in fat babies, from irrita¬ 
tion by decomposition of the secretions of the 
skin wherever two cutaneous surfaces are in con¬ 
tact, as, ‘for example, behind the ears, in the 
transverse folds of the neck, or, more rarely, in the 
axillae. 

The diagnosis of simple intertrigo is not usually 
a difficult matter, but it is not always easy to tell 
it when it is confined to the buttocks and perineum 
from the rash of congenital syphilis. The fact, 
however, that it is limited to those parts which are 
covered by, or in contact with, the napkins, along 
with the absence of other evidences of congenital 
specific disease should keep you right. 

In the treatment of intertrigo cleanliness is of 
the first importance. The mildest soaps, how¬ 
ever, should be used, and in some cases it may 
be advisable to dispense with their use altogether 
and to use oatmeal or bran instead. An antiseptic 
dusting powder, of which there are now so many 
excellent forms on the market, should be applied 
wherever two skin surfaces touch, or they may be 
separated by a piece of linen spread with zinc 
ointment. The intertrigo which occurs behind the 
ears is apt to be very resistant to treatment, and it 
is often a good plan in such a case to paint over 
the affected area a solution of nitrate of silver in 
sweet spirits of nitre (sixteen grains to the ounce). 
This produces a little momentary smarting, but its 
application is soon followed by a drying up of the 
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oozing surface and the formation of a protecting 
pellicle under which healing quickly takes place. 

In treating the intertrigo which occurs under the 
napkins the first step is to deprive the excreta of 
their irritating properties. You will often find that | 
the baby in such a case is being over-fed, and some 
reduction in the amount or frequency of the feeds 
is necessary. The use of starchy foods, too, must 
be stopped, for undigested starch leads to the 
formation of acid stools which are very irritating. 

If there be any looseness of the bowels, a few grains 
of aromatic chalk should be administered two or 
three times in the day. If the motions are curdy 
without being loose, small doses of rhubarb and j 
soda may be given instead. Locally great care 
should be taken to keep the parts clean. The 
napkins should be changed as soon as they are 
soiled, and dusting powder or zinc ointment applied j 
to the affected parts. 

Eczema. ; 

Closely allied to intertrigo, and, indeed, some¬ 
times arising out of it, is eczema. The character¬ 
istic form in which this affection manifests itself 
in childhood is eczema of the face and head. Now, 

I think you will find that eczema specially tends 
to attack babies of a particular type. There is 
really quite an extraordinary resemblance between 
eczematous babies. Briefly I may say that they 
are nearly always well-nourished infants with a 
fine, smooth, white skin, light blue eyes, and fair 
hair—quite an attractive type of baby, in fact, 
which makes their being the victims of this dis- j 
figuring complaint all the more pathetic. I suppose 
the meaning of it is that it is the very fineness of 
their skin which makes it subject to the form of 
catarrh we call eczema. The disease usually begins 
over the malar bones and spreads upwards over 
the scalp and downwards over the rest of the face 
and upper part of the trunk. In its full-blown 
form it manifests itself by redness and oozing, with 
much local heat, so that when a moist dressing is 
removed you will often find it steaming hot. The 
serous fluid which exudes from the surface speedily 
dries into a yellowish cake or crust which may 
cover the whole scalp and face, and from which j 
the light-blue eyes peer out with a clearness and | 
brightness which is sharpened by contrast with the #j 
loathsome frame in which they are set. 

I have indicated my belief that the predisposing j 


cause of this form of eczema is the possession by 
the child of a type of skin which is peculiarly sus¬ 
ceptible to irritation; but if you ask me what the 
exciting cause, the actual starter, of the eczema in 
these cases is, I must confess my ignorance. You 
will hear it attributed by doctors to some fault in 
the diet and by mothers to “ teething.” As regards 
the former of these opinions I can only say that 
my experience is not in harmony with it. In many 
—perhaps the majority—of such cases the infant is. 
being fed at the breast, and is in every way a well- 
nourished child who has no digestive disturbance 
at all. If food does play any part in the process, 

I am convinced that it is more often the quantity 
than the quality of the diet which is at fault, and 
that if you make any alteration in the feeding it 
should be in the direction of reducing the amount 
of the feeds. As regards the question of teething 
I can only say that whilst I do not believe that by 
itself teething often causes eczema, yet there can be 
no doubt that, pending the eruption of a tooth, an 
already existing eczema is apt to be aggravated and 
to take on a more angry and inflammatory cha¬ 
racter. I have seen this happen too often in 
eczematous babies who have been under treatment 
in the wards to have any doubt on the subject. In 
the same way any disorder of digestion may intensify 
an eczema temporarily, and the flushing of the face 
after meals which is so familiar a phenomenon in 
dyspepsia gives us a key to the understanding of 
how this may be. 

If the views I have expressed be correct you will 
not expect much from general or internal remedies 
in the treatment of the eczema of childhood. By 
all means correct any error in feeding which you 
may detect; if there be constipation administer 
saline aperients, and if the motions are ill-digested 
and unhealthy try rhubarb and soda. Such recom¬ 
mendations are obvious. There remain three 
drugs that are said to be useful. Citrate of potash 
is often administered in these cases under some 
vague impression that it is “cooling” to the 
blood. I can only say that I have tried it fairly 
diligently, and am not sure that it exerts any bene¬ 
ficial effect. Guaiacum has been recommended by 
Dr. Eustace Smith. It is given in the form of the 
tincture in doses of 10 minims three times a day. 
It is said to take the “ fieriness ” out of an eczema, 
but although I have often intended to try it I have 
never done so yet. Quinine is said to exert a 
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favourable effect in some cases. It is given in 
doses of one and a half grains for every year of the 
child’s age once a day. Euquinine—which is 
tasteless—is the best form in which to exhibit it. 

When all is said and done, however, it is upon 
persistent local treatment that you must chiefly 
rely. The first step is to clear away all dibris and 
get a fair field for your remedies. Crusts should j 
be removed by the use of boracic starch poul- I 
tices* or by soaking with oil. When softened by one 
of these means they must all be picked off so that 
a bare oozing surface is left. So long as the 
eczema continues to “ weep ” there is no use in 
applying ointments, for they will not stick, and 
you must depend upon lotions. I use one of 
three—calamine, lead lotion, or black wash. On 
the whole I prefer the first. By such means the 
inflammation can be kept at bay, and when it 
begins to subside and the eczema assumes a more 
scaly form you may start to use ointments, of 
which the best, I think, is one containing five 
grains each of resorcin and salicylic acid in an 
ounce of vaseline. This should be applied on 
strips of linen covered with a mask provided with 
eye-holes and fitting tightly over the scalp. In 
order to prevent attempts at scratching it may be 
necessary at this or any stage of an eczema to 
apply light paste-board splints along the flexor 
aspects of the arms, so that the hands cannot reach 
the head. 

No matter how careful and thorough your treat¬ 
ment may be you must be prepared for relapses 
and, what is more, you must prepare the mother 
for them too. I always make it clear when under¬ 
taking the treatment of a case of eczema in an 
infant that one must not look for a certain cure, I 
but that the condition is likely to persist with ups 
and downs for a long time, possibly until all the 
teeth are cut. You may safely promise, however, 
that it will get well in time, and that it will leave 
no bad effects or disfigurement behind. 

Seborrhceic Eczema. 

The term “ seborrhcea ” is a bad one—one of 
the worst in dermatology, in fact, which is saying 

* Prepared by mixing one teaspoonful of boric acid 
and one tablespoonful of cold water starch to a paste with 
cold water, then adding one pint of boiling water. The* 
paste should be spread on cotton covered with muslin and 
changed often. 


a good deal—for it naturally suggests an increased 
production of sebum which does not really take 
place. It is convenient, however, to retain the 
term “ seborrhoeic ” for that form of eczema met 
with on the scalp and forehead and behind the 
ears and occasionally also on the upper part of the 
trunk, which is characterised, not by oozing, but by 
the production of greasy, yellowish flakes or scales, 
which may adhere into a brittle crust. If one 
removes the scales the underlying skin is found 
not to be so congested as in ordinary eczema but 
rather of a pinkish tint. Seborrhoeic eczema is 
met with both in babies and in older children, and 
in the former it often forms a greasy, yellow layer 
on the top of the head which the mother is afraid 
to remove for fear of injuring the fontanelle. Here, 
again, the first step in treatment is to remove the 
scales or crust. When this has been done (in the 
way already described for ordinary eczema) an 
ointment consisting of io gr. each of salicylic 
acid and sulphur with i drachm of oxide of zinc 
in an ounce of vaseline should be well rubbed in. 
You will find that it is more amenable to treatment 
than ordinary eczema. 

Impetigo. 

Impetigo contagiosa is a frequent affection of the 
skin in childhood. It is commonest in children of 
school age, and, as the name implies, is conveyed 
from one to the other by direct contact, being due, 
as you know, to local infection with pyogenic I 
organisms. It most commonly affects the face, 
especially in the neighbourhood of the mouth, and 
you may easily recognise it by the yellow crusts, 
which have a curious look of having been stuck 
on artificially. Its treatment is as simple as it is 
satisfactory. You have merely to remove all the 
crusts in the same way as you do in eczema, and 
then to rub into the raw surface which is left a 
little weak antiseptic ointment. There is nothing 
better than white precipitate—5 gr. to the ounce, 
of which a little should be well rubbed in frequently 
throughout the day. Under this plan the disease 
quickly disappears. 


Urticaria. 


Nettle-rash, in one form or another, is one of the 
commonest of the minor ailments met with in the 
nursery, and every one who has ever been stung 
by a nettle is familiar with the appearance which 
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it presents in its simplest and uncomplicated form. 
Often, however, one finds that upop the top of the 
wheal there arises a papule which persists after the 
subsidence of the original eruption, and to this 
form the term “ lichen urticatus ” is applied. The 
term is justified, for the papules so formed have 
the typical flat, polished-looking apex characteristic 
of the papules of lichen. Sometimes little vesicles 
form on the top of them, and these may even go 
on to form pustules. Add to these some scattered 
wheals and the secondary lesions and infections 
which result from scratching, and you will readily 
understand that in its fully developed form lichen 
urticatus may present rather a complicated picture. 
Now there is another disease which may present 
an exactly similar picture, and that is scabies. For 
my own part I confess my inability—in many 
cases at least—to diagnose lichen urticatus from 
scabies merely by looking at it. For you must re¬ 
member that scabies as it occurs in children has by 
no means the characteristic distribution which it 
manifests in the adult; on the contrary, it is often 
quite a generalised eruption. In addition to this 
both lichen urticatus and scabies cause great 
itching, especially at night, so that the mimicry of 
the one by the other is almost complete. How, 
then, are you to distinguish between them ? By 
attention to two points. Lichen urticatus is a 
disease of much longer duration than scabies : the 
life-history of the former covers months or years, 
that of the latter days or weeks. Secondly, scabies 
rarely affects but one child in a family 1 ', for before 
long another is almost sure to become infected. 
Should you still be in doubt the therapeutic test 
will settle the point. Under a few sulphur baths 
(one ounce of potassa sulphurata to seven gallons 
of warm water) or the inunction of weak sulphur 
ointment (equal parts of sulphur and zinc oint¬ 
ments), or the application of equal parts of balsam 
of Peru and glycerine, scabies will quickly disap¬ 
pear, lichen urticatus will not. 

This leads me to speak of the treatment of 
nettle-rash in general, and at the outset I would 
remark that this is by no means an easy matter. 
Only too often you will find that the disease per¬ 
sists, with longer or shorter intermissions, for a 
long time, although, like eczema, it tends to dis¬ 
appear spontaneously about the end of the third 
year of life. I would advise you not to listen 
too readily to those who say that nettle-rash is 


always due to some disorder of digestion. Just 
as in the case of eczema, so here I have often 
found that there is really nothing to criticise in the 
food that is given or in the way in which it is 
digested, although I admit that in a few cases 
improvement will result from the use of the same 
general measures and internal remedies as were 
recommended in eczema. Aperients, rhubarb and 
soda, quinine, and ichthyol all have their place, 
but on the whole you have to depend chiefly on 
local treatment. Nor is this at all sure to be suc¬ 
cessful ; often all that you can do is to relieve 
itching, and it is not always possible to effect 
even that. Avoidance of things which irritate 
the skin is of the first importance. Warm baths, 
for instance, may have to be interdicted, and in 
these cases at least the generally salutary rule of 
“ flannel next the skin ” must be broken. Silk is 
the best material for the under garments and 
nightdress, or, if silk be too expensive, linen. 
By attention to this point I have sometimes 
cured cases in which all the ordinary remedies 
had been tried in vain. For the relief of itching 
many applications have been recommended. The 
following ointment is often efficacious :— 

/ 3 -naphthol . . . . gr. 16 

Zinci oxidi . . . • 5 >* 

Ung. simplicis . . . . Ji. 

This must be rubbed in all over the body at night. 
On the whole, however, there is nothing better 
than tar (equal parts of tar ointment and diachylon 
ointment), the only drawback to which is that it is 
dirty. A tar lotion (Liq. picis carbonis to a 
pint of water) is cleaner, but not, I think, quite so 
efficacious. A weak carbolic lotion (1 in 40) 
sometimes answers, but I am always rather chary 
of applying carbolic acid over large areas in young 
children. It may also form an ingredient of other 
lotions, as, for example, Acidi carbol., 5ss.; 

| calamin. prep., 5iii; cret. prep., 5iss.; glycerini, 
5iss.; aquam ad. 3vi (to be painted on at night 
after washing with a menthol soap). 

By the use of such means as these you may at 
least hope to alleviate the worst symptoms of the 
disease, but more than this it is often not in one’s 
power to do. When all else has failed, however, 
never omit to try the effects of a change of air, 
which will often succeed, temporarily at least, when 
local applications prove of no avail. 
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Erythemata. j 

Putting aside the purely fugitive forms, ery- ; 
themata tend to occur especially after the period 
of infancy, and you should always suspect an asso- 1 
ciation of them with rheumatism. The commonest 
form is erythema nodosum, which occurs, as you ! 
know, chiefly on the legs, but occasionally on the j 
arms as well, in the form of roundish, raised, and 
slightly tender blotches of a purplish colour, pass¬ 
ing as they fade away through all the colours of a I 
bruise. The only thing for which you may mistake it 
is the eruption which results from the bites of mos- ! 
quitoes (met with even in this country), which may 1 
simulate a local outbreak of erythema nodosum I 
very closely indeed. If you are aware of this ^ 
source of fallacy, however, you are not likely to 
be misled by it. 

The other form of erythema (“rheumatic ery¬ 
thema ” or peliosis rheumatica) is met with in the 
neighbourhood of a joint (which is usually rather 
swollen and tender), and forms a large area, dusky 
red and rather hot, with more or less haemorrhagic 
exudation. It is much rarer than erythema 
nodosum, and is accompanied by more constitu¬ 
tional disturbance. In the treatment of both forms 
the only thing to be done is to put the child in bed. 

If you do this the eruption very quickly fades. 
Salicylates may be given, but more as a preventive J 
of other rheumatic manifestations than for the * 
erythema itself, for I doubt very much whether 
the skin eruption is in any way affected by their 
administration. 

Sweat Rashes. j 

Rashes from excessive sweating are often met j 
with in babies who are rather overclad, and espe- j 
daily, of course, in hot weather. I think their 
commonest distribution is over the base of the 
neck and upper part of the front of the chest. 
They consist of tiny vesicles (sudamina), often upon 
a basis of intertrigo. Sometimes they go on to 
form minute pustules, and when inflamed the erup¬ 
tion is spoken of by some writers as “ strophulus/’ 
but as this term is also used by some to mean 
lichen urticatus it is ambiguous and is best avoided. 
The treatment of a sweat rash is the same as the 
local treatment of intertrigo. 

Of psoriasis, which is certainly a fairly common 
skin disease in children, I do not propose to speak, 
for its management differs in no respect from that 
of the same disease as met with in adults. Nor 
shall I say anything of ringworm or alopecia, for 
I have nothing to add to what you will already find 
on these subjects in any text-book. 

January 2 8th, 1907. 
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Gentlemen,— I propose to draw your attention 
to-day to some of the signs of danger in acute 
abdominal disease—signs which if neglected are 
followed by death, but if rightly understood enable 
us to insist upon an operation which may save the 
life of the patient. 

In these clinical lectures we are sometimes too 
apt to record our achievements and to show 
patients over whose disease we have triumphed. 
I am now going to show you the reverse of the 
shield, and tell you of cases where death has 
conquered, teaching you the lessons which I, at any 
rate, have learnt, and which you may learn from me. 

Case i. Leaking gastric ulcer; subsequentperfora¬ 
tion into lesser sac of omentum ; death .—The first 
case you will remember readily enough. The 
patient was a well-nourished young woman, aet. 28 
years, unmarried, who was admitted to Paget Ward 
on November 1st, 1906, complaining of pain in 
the left iliac region and tympanites. 

Anamnesis. —She said that six weeks ago she 
had been laid up for two days with abdominal pain 
felt in the left iliac fossa. On Sunday, October 
28th, she awoke feeling sick and at 9 a. m. she 
had a sudden attack of violent pain across the pit 
of her stomach. The pain kept her awake on 
Sunday night and she had a bad night on Monday 
and again on Tuesday, though she slept at intervals. 
The pain occurred in paroxysms and she felt well 
in the intervals; it did not cause her to feel sick 
and she had not vomited. Her bowels have been 
open regularly. She felt worse on Thursday and 
was admitted under my care. 

Present condition. — A well-nourished young 
woman with a florid complexion, who was in pain 
but did not look ill. Her temperature was 1 o 1 *4° F., 
the pulse 144, and the respirations 28. The lips 
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were dry, the tongue clean and red, dry and rather 
rough. The patient points to a place in the 
left iliac region as being excessively painful. The 
abdomen hardly moves at all during respiration, 
respiration therefore is a little laboured and the 
alae nasi are in use. The whole abdomen is 
slightly distended, the muscles are relaxed, and 
except that the liver dulness is unimpaired there is 
universal resonance. Nothing abnormal can be 
felt through the abdominal walls. A rectal exami¬ 
nation shows that the sphincter is relaxed and 
the rectum ballooned. The urine is natural and 
there is a leucocytosis of 16,000. 

Course .—During the day the patient had two or 
three attacks of pain, which occurred in paroxysms, 
causing her to look anxious and to breathe in a 
rapid and “ catchy ” manner. The patient passed 
a restless night, and although she expressed herself 
as being better on the following morning and her 
temperature had fallen to 98*4° F. her pulse was 
108 and her respirations were 37. In the after¬ 
noon her temperature rose to 101*2° F., the 
abdomen was more distended, and the sphincter 
ani was more relaxed than it was on the previous 
day. She still referred her pain to the left iliac 
region, and I thought that she was suffering from 
peritonitis due to some inflammatory pelvic adhe¬ 
sion acting on the small intestine in the left iliac 
region. The diagnosis did not seem to be clear 
and I therefore asked one of my medical colleagues 
to examine the patient with me. He was more 
inclined to regard the case as one of colitis sinistra, 
but agreed with my suggestion of an exploratory 
operation in the region of the left linea semilu¬ 
naris. 

Operation .—I explored the abdomen along the 
outer border of the left linea semilunaris below 
the umbilicus and found the bowel distended and 
hyperaemic, but neither gas nor fluid escaped in 
cutting through the peritoneum. Some adhesions 
were felt in the lower part of the abdomen, in the 
neighbourhood of the descending and pelvic colon, 
and these were torn through. The abdomen was 
then closed and the patient was sent back to bed. 
She did not rally well, her abdomen became more 
distended, and she vomited about six times, 
bringing up 16 oz. of a dark brown material, 
her temperature rose to 109° F., and she died at 
2.20 p.m. on November 3rd, just twenty-four 
hours after the operation. When the body was 


turned over after death about 2 oz. of bright red 
blood escaped from the mouth. 

The post-mortem examination showed that all the 
organs were healthy except the stomach, which 
was united to the left lobe of the liver by five or 
six fibrous adhesions. The adhesions were about 
5 cm. long. A fibrous constriction ran across 
the middle of the stomach about 8 cm. from the 
pylorus. This constriction was more clearly seen 
when the lesser sac of the peritoneum was opened 
and the stomach was separated from the transverse 
colon. Close to the constriction and on the 
pyloric side was a small perforation of the posterior 
wall of the stomach into the lesser sac. The per¬ 
foration was 2 mm. in diameter and there were 
no adhesions near its margin. There was no fluid 
in the lesser sac. On raising the stomach the 
perforation readily enlarged until it was 5 mm 
in diameter and light brown gastric contents 
then escaped into the lesser sac. Behind the 
fundus of the stomach, between the cardiac end 
and the constricted portion, were some elongated 
fibrous adhesions similar to those on the anterior 
aspect. When the stomach was laid open it was 
seen to be bilobed, with an ulcer 1 cm in diameter 
situated in the middle of the posterior wall. The 
margin of the ulcer was close to a fibrous stricture 
which was apparently the cicatrix of a previous 
ulcer. The present ulcer was circular, with sharply 
cut margins and no signs of induration. 

Case 2. Intussusception; enterectomy ; death .— 
The second case was a young man aet. 25 years, 
who was admitted to the Surgery Ward on October 
15th, 1906, with a history that he had been confined 
to his bed for the past sixteen weeks on account of 
gonorrhoeal arthritis. He stated that on October 
7 th and 8th he had experienced some abdo¬ 
minal pain, which continued after his bowels had 
been relieved by an aperient; for a time he was 
easier but the pain returned with increased severity 
on the 13th. His bowels were well opened on 
this day and the motion was said to be natural. 
The pain continued in aggravated form during the 
whole of Sunday, October 14th, and on the follow¬ 
ing day he was brought to the hospital. 

On admission the patient was found to be an 
anaemic man, looking wretchedly ill. His tongue 
was dry, smooth, and glazed; his pulse small, fre¬ 
quent, and feeble respirations 28. The abdomen 
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was neither distended nor retracted. It moved 
throughout during respiration, though the muscles 
were held somewhat rigid. The patient complained 
of tenderness over the whole abdomen, and there 
was a general sensation of doughiness from the 
umbilicus downwards. The percussion note above 
the umbilicus was natural; below that point it was 
slightly impaired. Nothing abnormal was felt 
during a rectal examination. A very slight motion 
of small faecal flakes coloured a dark reddish brown 
was obtained by an enema. The patient vomited 
once whilst he was under observation, the vomit 
consisting of milk and some watery fluid. 

The patient complained of constant and general 
abdominal pain, which increased paroxysmally. 
The pain was not relieved by heat nor by the 
administration of enemata, though the patient felt 
that he would be easier if his bowels were opened. 
The urine was 1020, acid, containing a trace of 
albumen. 

The pain continued throughout the day—Octo¬ 
ber 15th—and when I saw him I ordered him to 
be transferred from the surgery ward, where he 
had been placed temporarily, to Henry Ward. 
The abdomen remained in the condition de¬ 
scribed above, except that the doughy feeling and 
impairment of resonance were limited to the left 
iliac region. There was an indefinite resistance 
as of a mass which yielded slightly to pressure 
in the left iliac fossa and along the line of the 
descending colon. The patient was so ill from the 
gonorrhoeal arthritis which had led to his prolonged 
confinement to bed that I did not feel justified in 
submitting him to an exploratory operation until 
he presented some more definite signs. I left 
orders therefore that he should be watched and 
that I should be summoned if there was any 
noticeable alteration in his condition. My house 
surgeon—Mr. Loughborough—telephoned to me 
at 4a.n1, on October 16th that the pulse had risen 
to 132, the respirations were 36, and the abdomen 
was becoming uniformly distended with a tympa¬ 
nitic note, although the patient was sleeping. 

I therefore decided to open the abdomen, and as 
soon as the peritoneum was incised a small 
quantity of blood-stained serous fluid escaped. A 
mass of dull, prune-coloured small intestine was 
soon found lying in the left iliac region. The 
mass was adherent by recent exudation and as 
soon as the coil was freed an enteric intussus¬ 


ception was discovered. The greater part of the in¬ 
tussusception was reduced, but the last 18 inches 
had to be excised, the anastomosis being completed 
by a Murphy’s button. The abdominal incision 
was closed, the operation lasting twenty minutes. 
The patient failed to rally and died at half-past 
twelve the next day. 

The post-mortem examination showed that a 
portion of the small intestine had been resected 
and that the gut had been united by a Murphy’s 
button at a point 2 feet above the ileo-csecal 
valve. Below the button the peritoneal surface of 
the small intestine was coated with a thick layer of 
plastic lymph. The intestinal walls were injected 
and the mucous membrane above the button 
showed patches of erosion, ulceration, and injec¬ 
tion up to the jejuno-duodenal junction. The 
intestinal mucosa below the button was deeply 
stained with blood - pigment. No cause for the 
intussusception was found. 

The mucosa of the urethra was injected but 
there was neither stricture, pus, nor ulceration. The 
joints of the extremities were free from swelling or 
oedema and there was no impairment of their 
mobility. The prostate was natural. The vesi- 
culae seminales were distended with mucoid fluid 
of a greenish hue; there was no pus. A white 
fluid could be expressed from the prostate and a 
yellowish secretion from the ejaculatory duct 
The testes looked healthy. 

These patients presented many of the signs and 
symptoms which we are accustomed to look upon 
as danger signals in cases of acute abdominal dis¬ 
ease so far as they come under our notice in the 
surgical wards of the hospital. Both patients died 
and were submitted to post-mortem examination. 
We are able therefore to state precisely the condi¬ 
tion of the abdominal viscera. It is easy to mis¬ 
interpret or overlook danger signals, and I shall 
be doing you a service this afternoon if I emphasise 
some of them. 


Pain . 

The sudden onset of pain is usually the earliest, 
as it is the most important, signal of something 
acutely wrong in the abdominal cavity. It may 
be slight and transient or it may be so tremen¬ 
dous as to reduce the patient to a state of im¬ 
mediate collapse and bring him at once under 
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the hands of the doctor. In talking to you some 
time ago about acute duodenal perforation,* I had j 
occasion to point out that there are not many 
abdominal conditions occurring in young male 
adults which are attended with such pain and 
collapse as to make them instantly seek advice. 
Perforation of the stomach, perforation of the duo- 
denum, the colic attending acute indigestion, intus- , 
susception, and the onset of an acute inflammation 
of the subserous peritoneal tissue exhaust my list. | 
In young women there are the additional causes to 1 
be found in the ovaries and tubes. 

The character and seat of the pain may give 
some clue as to its cause, but allowance must be j 
made for referred sensations and for changes in the | 
position of the cause of the pain. 

The forcing and paroxysmal character of the 
pain in the case of intussusception was well ex¬ 
emplified by the second patient, who kept on say- ; 
ing that he was sure he would be better if he could ! 
get his bowels open. In like manner the fretting ! 
of inflamed peritoneum by the peristalsis of the | 
stomach and the passage over it of the acid gastric 
contents was shown in the case of the poor girl | 
who afterwards died of a leaking gastric ulcer. She I 
had many paroxysms of acute abdominal pain, | 
which soon passed off, leaving her quite comfort- 1 
able in the interval. If there had been actual j 
escape of the contents of the stomach into the 
peritoneal cavity, her pain and Collapse would 
have been much greater than it was and would 
have become progressively worse as the peritonitis ( 
increased and became diffuse. The operation, I | 
fear, rather accelerated than retarded her end, for 
the anaesthetic made her sick, and the act of 
vomiting caused a rupture of the peritoneum at the 
base of the gastric ulcer. 

The pain in acute abdominal disease may be 1 
misleading unless care be taken to ascertain ] 
whether it is associated with local tenderness or 1 
other signs. In acute duodenal perforation the I 
pain is referred to the iliac region partly because I 
the contents of the duodenum quickly trickle 
downwards, and the girl with a gastric ulcer on the 
posterior wall (Case 1) felt the pain in her left iliac t 
region. But in gastric as well as in duodenal per- 1 
foration there is also a point of maximum tender- , 
ness much higher up in the abdomen over the seat j 
of disease. The existence of this referred pain in I 
* The ‘ Lancet/ November 3rd, 1906, p. 1196. 1 


the iliac region is a warning that the lesion is 
situated deeply in the abdominal cavity, and in the 
case of the stomach would lead the surgeon to look 
for the ulcer on the posterior wall. 

There is always a cause to be found for serious 
and acute abdominal pain. It is most unwise, 
therefore, to treat the pain itself and hide it by the 
administration of narcotics; for by so doing you 
allow the inflammatory processes to continue, the 
patient becomes worse, and you have concealed a 
most important guide. Such a practice is merely 
a survival of the instinct which leads common 
people to smother a bleeding wound in a multi¬ 
plicity of rags in the hope, which is often a vain 
one, that by so doing the blood will be staunched. 
The correct treatment of acute abdominal pain is 
to discover the cause as quickly as possible, treat 
it, and then seek to relieve the pain if it has not 
already been cured by removing the cause. 

Pain sometimes proves a fallacious guide, and 
never more so than when it ceases spontaneously 
without any improvement in the condition of the 
pulse. The patient seems better because he nas 
lost his pain, sleep follows, the appetite may im¬ 
prove, but the pulse remains quick, the temperature 
may become subnormal, and the abdominal rigidity 
remains or may be replaced by ominous distension. 
Such a condition I view with the utmost suspicion, 
because the cessation of the pain is a danger signal 
of the most urgent nature. It is seen most often 
in cases of appendicitis, of acute intestinal obstruc¬ 
tion, whether from a band or from carcinoma, and 
in strangulated hernia. It means either that the 
inflamed bowel has given way, that it has become 
gangrenous, or that severe toxaemia has occurred. 
It is an indication that the time for successful 
treatment has almost passed. Immediate opera¬ 
tion of the most radical kind may occasionally save 
such a patient, but the friends should be warned of 
the deceitfulness of the lull and of the very slight 
probability of success which will await every effort 
of the surgeon. 


Pulse. 


The pulse, like the pain, gives good indications 
as to the condition in cases of acute abdominal dis¬ 
ease. The changes in the pulse occur early and 
can be estimated easily. An increasing pulse is 
always a sign of danger and the pulse rate supple¬ 
mented by.the local signs is usually a good criterion 
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of the severity of the patient’s illness. A few cases 
of appendicitis run their course with so slight an 
acceleration of the pulse that the increase may 
fairly be said to lie within physiological limits, but 
fortunately in these cases the local signs are suffi¬ 
cient to enable a diagnosis to be made. With a 
falling pulse everything is to be hoped for, with a 
failing pulse the worst is to be feared. In the 
later stages of toxaemia as a result of peritonitis 
the pulse fails and may even be imperceptible 
many hours before death. In such cases the use 
of massive injections of saline solution into the 
subcutaneous tissues gives excellent results after 
the cause of the peritonitis has been removed. 
But reliance should be placed entirely upon the 
quantity injected and not upon the quality of the 
fluid, for the addition of brandy or other stimulants 
in my experience has only led to the subsequent 
formation of a troublesome ulcer. By means of 
these massive injections, given to the extent of 
eighteen or twenty pints in the course of twenty- 
four hours, we have actually rescued two or three 
patients from the very jaws of death. 

Although the pulse is usually a good guide, it is 
somewhat misleading in cases of acute perforation 
when the hole is small and the escape through it is 
neither great nor irritating. In such cases the initial 
stimulus given to the peritoneum at the moment of 
perforation causes such profound shock that the 
patient is thought to be dying. Restoratives are 
applied and he rallies; his pulse returns, his colour 
improves, and he only complains of a bad stomach¬ 
ache. I f he falls into competent hands, the perfora¬ 
tion is closed and the patient recovers ; only too 
often, however, he is watched until there are 
undoubted signs of peritonitis and then he dies. 
The improvement in the pulse therefore must be 
discounted by a knowledge of the causes which 
have led to the rally. 

Temperature. 

The temperature is more often fallacious than 
either the pain or the pulse in cases of acute 
abdominal disease. It is quite useless in the most 
acute forms of abdominal disease because it only 
indicates the collapse which is better shown by 
other signs. In the more chronic conditions, 
such as appendicitis, subphrenic abscess, and 
inflammation of the subserous peritoneal tissues, 
it often gives valuable information, especially if 


the thermometric readings be controlled by blood- 
counts to determine the amount of leucocytosis 
from day to day. The temperature in appen¬ 
dicitis may give danger signals when it rises at 
once to such an abnormal height as io 4°F. to io 5°F. 
in persons who are not otherwise predisposed to 
hyperpyrexia; when the temperature remains high 
or continues to increase after the first two or 
| three days, when it falls without any diminution 
| in the pulse rate and without any corresponding 
! improvement in the local conditions. You are all 
j so deeply imbued with reverence for the clinical 
thermometer that you are apt to think that it is 
infallible and that there is no appeal from its 
record. Let me urge you not to overlook other 
and equally valuable and trustworthy signs merely 
! because the patient’s thermogenic centre is less 
j responsive than usual. 


Rigidity of the Abdominal Wall. 

The majority of causes leading to irritation of 
the peritoneum lead to a reflex irritation of the 
abdominal muscles. In some cases the abdominal 
muscles move during respiration so long as there 
is no added stimulus; so that if the bed-clothes be 
thrown back and the abdominal wall be watched 
i it is seen to move in a normal manner, but as soon 
1 as the hand is laid upon it the muscles shrink and 
become hard. In this condition the muscles are 
said to be “ on guard,” and valuable evidence can 
be obtained as to the position of the lesion by a 
careful abdominal exploration at this early stage. 
If the lesion is an important one, as in cases of 
appendicitis or intestinal perforation, the abdo¬ 
minal tension increases and becomes generalised 
as the peritonitis becomes more diffuse. 

But, as with the other danger signals I have 
enumerated, the rigidity of the abdominal wall 
may prove a false guide unless it be properly 
considered. There are some cases, notably in 
j strangulation by a band, where several days may 
! elapse before tension appears. This is due, I sup- 
| pose, to the gradual onset of the inflammation, 

! which allows the peritoneum to become accus- 
| tomed to the changes occurring within its cavity. 
In intussusception, too, abdominal rigidity is 
usually absent in the earlier stages, when alone it is 
possible to operate successfully, whilst in the worst 
forms of appendicitis it may disappear when the gut 
becomes gangrenous or perforation has occurred 
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even though it has previously been well marked. 
It is in these cases that abdominal tension proves 
such a pitfall for the prognosis of those who are 
unaccustomed to deal with large numbers of the 
more serious cases of acute abdominal disease. 

Tympanites . 

In all but the simplest cases I look upon tym¬ 
panites as the most alarming danger signal in cases i 
of acute abdominal disease. The abdominal dis- j 
tension is due to weakened power in the circular 
muscle of the intestine*the result of toxaemia caused 
by the general peritonitis or by mechanical ob¬ 
struction preventing the onward flow of the in¬ 
testinal contents. Surgery can deal with mere 
mechanical obstruction, but I dread the cases in 
which there is well-marked tympanites, where a 
rectal examination shows a relaxed sphincter and 
a ballooned rectum, for such cases only too often 
die. Taken in conjunction with other danger 
signals, such a condition requires immediate and 
extensive operation, chiefly with a view to secure 1 
adequate drainage of the peritoneal cavity, but also 
to allow of the escape of the stagnant contents of 
the intestine. Some of you will remember the 
marvellous improvement which took place in the 
young man in Henry Ward, who appeared to be 
dying, three days after the removal of a gangrenous 
appendix. He had great tympanites. I opened 
his small intestine by a 2-inch incision, and let 
out nearly a quart of foul - smelling intestinal 
contents. He improved at once and made a good 
recovery. 

Vomiting. 

Nearly all patients vomit who are suffering from 
acute abdominal disease. I think of it as one of 
the less important danger signals. We now operate 
earlier and by other guides, so that we no longer j 
attach so much importance to it as did the older 1 
surgeons. When the material vomited changes its 
character and becomes faeculent it is a sign that j 
there is some mechanical or physiological ob¬ 
struction to the onward flow of the contents of the 
intestine. As a result of this obstruction the ! 
proximal end of the alimentary canal becomes 
filled with decomposing contents which eventually 
overflow into the stomach, where they set up un¬ 
controllable vomiting. The time at which the 
vomit becomes faeculent varies with the nature 


and seat of the obstruction, but in any case its 
appearance is an indication that operative measures 
have been unduly delayed, and that the sooner 
they are undertaken the more hope there is for 
the patient. It is incorrect to say that because 
the patient has vomited faeculent material his case 
is necessarily fatal. 

Facies. 

I dare not give you an account of the danger 
signals shown by a patient’s expression in acute 
abdominal disease. It has been done once and for 
ever by Hippocrates, the great father of clinical 
medicine, who must himself have watched many 
patients die of peritonitis before he could have 
painted it so realistically. I may not quote his 
own words, as Greek is no longer compulsory in our 
profession, but I may offer you the paraphrase by 
Celsus because it is expressed in the most elegant 
Latin ; “ Ad ultima vero jam ventum esse tes- 
tantur, nares acutae, collapsa tempora, oculi con- 
cavi, frigidae languidaeque aures et imis partibus 
leniter vers®, cutis circa frontem dura et intenta, 
color aut niger aut perpallidus : multoque magis, 
si ita h®c sunt, ut neque vigilia pr®cesserit, 
neque ventris resolutio, neque inedia.” (A sharp 
nose, sunken temples, hollow eyes, cold drooping 
ears with their lobes slightly turned out, the skin 
about the forehead hard and drawn, the com¬ 
plexion either leaden or deadly pale, show that the 
patient has already reached the worst, and much 
more so if he is in this state without previous 
fatigue, diarrhoea, or starvation.) 

I have given you an account of what I believe 
] to be danger signals in cases of acute abdominal 
disease. None of them are absolute; each by itself 
may mislead. Yet collectively or when a majority 
of them are present they are significant of grave 
danger to the patient, and the^ demand immediate 
treatment, generally by operation. Study them, 
therefore, think over them, learn to know them 
when you see them, and you will save many lives. 

January 28 th, 1907. 

A copy of the ‘ Ideal Medical Diary and Visiting 
List’ has been sent to us by Langley & Sons, 
Euston Printing Works, George Street, N.W. This 
visiting list is of a convenient size and light to 
handle; it is arranged for one week at an opening 
for sixty patients, and advertisements and extra¬ 
neous matter are conspicuous by their absence. A 
new feature is the addition of a duplicate refill 
prescription book, but the visiting list can be ueed 
with or without the refills. 
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SOME EYE DISEASES ASSOCIATED WITH 
SEPSIS OF NEIGHBOURING MUCOSAS. 

By N. BISHOP HARMAN, M.A., M.B.Cantab., 
F.R.C.S.Eng., 

Ophthalmic Surgeon tothe Belgrave Hospital for Children; 
Senior Ophthalmic Assistant, Middlesex Hospital; 
Chief Clinical Assistant, Moorfields. 


Gentlemen, —The title of the subject for this 
lecture is worded as you find it with a definite 
purpose, and that purpose is my wish to emphasise 
some facts which should be very well known, but 
which are sometimes forgotten. The eye is a 
member of the body and not an independent 
optical device which may be considered alone; 
and, being a member of the body, it is subject to 
both the advantages and disadvantages that may 
arise from that association. 

I do not propose to give you anything like 
a systematic classification of the disadvantages 
which may accrue to the eye in unhealthy states 
of the body, but only to illustrate to you three 
modes whereby the eye may be disadvantageously 
affected in septic conditions of mucous mem¬ 
branes nearly situated to it. 

The three modes of communication of disorders 
which I shall illustrate are : 

(1) Direct communication of sepsis. 

(2) Indirect communication of some product 
of sepsis. 

(3) Reflex disturbances set up by reason of 
sepsis. 

In each of these three cases the original sepsis I 
to which we shall refer the disorder of the eye j 
will be found in a neighbouring mucous membrane, , 
and the mode of communication will be what we ] 
might term a natural one, and not an accidental 
one such as obtains when the pus of an urethral 
gonorrhoea is inoculated on to the conjunctiva and 
sets up its characteristic ophthalmia. 

Direct Communication. 

The first of these modes of communication 
can be well illustrated by the occurrence of de¬ 
structive corneal ulcers following on disease of the 
lachrymal duct and lachrymal sac. 

The necessity for careful examination of the 
lachrymal drainage apparatus is of first importance 
in any proposed operative procedure on the eye, 


and it is of no less importance in the treatment 
of any accidental wound to the cornea. 

The frequency with which the nasal mucosa is 
affected by catarrh, both of acute and chronic 
duration, especially in great cities, is well known 
to you ; and by no means infrequently the catarrh 
spreads from the general nasal passages along 
those tubes which communicate with the ears and 
eyes. It is a matter of common knowledge how 
disastrous may be the effects on the ear of in¬ 
fection of the Eustachian tube. But we are apt 
to forget the liability of injury to the eye from in¬ 
fection of the lachrymal duct, because the results 
—unlike those found in the ear—are slow to 
appear, and often very distant in point of time in 
their serious effects. 

If you will study the anatomy of the lachrymal 
apparatus, you will be struck by the narrowness of 
the fairway at the site of the union of the duct 
with the sac ; and it is at this narrow neck the 
trouble begins. A very little inflammation of the 
| duct is sufficient to cause a more or less prolonged 
blocking of the neck by the swelling of the mucosa, 
and the frequent recurrences of nasal catarrh leave 
in some cases a permanent thickening, so that the 
tears cannot drain away from the sac into the nose, 
and an “ epiphora/’ or overflow of tears from the 
eye, follows. Were this drainage a merely passive 
operation, I am inclined to think epiphora follow¬ 
ing nasal catarrh would be of frequent occurrence; 
but I would remind you that with each blink of 
the eyelids the tears are not only pressed into the 
puncta lachrymalia, but they are forced out of the 
lachrymal sac into the duct by the pumping action 
of the orbicularis and tensor tarsi muscles. 

From a blocked lachrymal duct to a septic lach¬ 
rymal sac is a very short step. The conjunctiva 
is exposed to the air, and the air of our cities is 
filled with minute particles of dirt, every one of 
j which is likely to carry micro-organisms. These 
I particles that fall on the conjunctiva are driven 
1 with the tears into the lachrymal sac, where there 
! are all the conditions of warmth, moisture, and 
pnutriment that best foster the growth of micro¬ 
organisms. So that we note very early in the 
history of a blocked tear-duct that the mucus 
secreted by the membrane of the sac and retained 
within it becomes contaminated. If we press out 
the contents of the sac into the conjunctival 
pouch, we find instead of clear, glairy mucus, there 
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is mucus flecked with white or yellow matter, and 
later the whole mass may be found to be thick and 
creamy. 

Such a condition in itself is a matter for urgent 
and definite treatment, for at any time there may 
occur an acute inflammation of the sac. But the 
danger of it, as it is likely to affect the integrity of 
the eye, is the point I want to bring home to you 
now. 

The eyfe runs no danger from a septic lachrymal 
sac so long as its surface is intact. We know, 
indeed, that micro-organisms of many kinds are 
almost always to be obtained in cultures from a 
clean, healthy-looking conjunctiva, and it does not 
appear to matter much even if these organisms are 
greatly multiplied by incubation in a diseased sac. 
But it is an altogether different matter when the j 
cornea of such an eye is scratched by even a very 
small foreign body—a speck of dirt from the street, 
a spark from an engine, or a metal splinter from 
an engineer’s lathe; then there is a broken surface, 
a raw place in which any of these organisms 
regurgitating from the diseased sac may find a 
lodgment. The injury may be very trivial, so 
small that in any healthy eye it would heal speedily 
and leave no trace; but with a superabundant 
infective material so close at hand disaster is 
almost certain, for it has been shown by many 
observations and experiments that by abundance 
of infective material we make most certain an 
infective inoculation. 

We need not now consider the history of the 
spreading ulcers which arise under such conditions; 
but the danger of them in the almost certain loss of 
the vision of the eye will emphasise the importance 
of securing a healthy lachrymal sac in all cases 
which come into our hands, and especially in those 
patients who are by reason of their occupations 
continually exposed to the risk of small injuries to 
the eyes from foreign bodies. If we cannot obtain 
an early restitution of the fairway of the lachrymal 
drainage, by regular syringing, or syringing and 
probing, it will be our duty to urge on the patient 
the necessity for the extirpation of the diseased 
sac as the only remaining mode of assuring the 
eye against serious risks. 

Indirect Communication. 

The example of the second or indirect mode of 
damage to the eye from neighbouring septic . 


I mucosae is a much more difficult one to account 
for; in fact, the evidence for it is purely circum¬ 
stantial. But it has so impressed itself on me in 
the course of hospital practice that we may well 
1 consider it here. 

| There are cases, and they seem to be most fre- 
1 quent amongst young women, where insidious and 
chronic forms of irido cyclitis arise coincidently 
with a sepsis of the buccal cavity. The patient 
may come early in the course of the disease, com 
plaining only of a cloudiness of the vision, perhaps 
of one eye only, and also of fatigue and some 
photophobia on near work. Such symptoms are 
very commonly associated with an error of refrac¬ 
tion, and the examination of the vision in such a case 
will show some diminution of acuity : instead of 
£ we may only get ^ or y g . We further find that 
the vision cannot be improved with glasses. 
When such an eye is examined objectively we find 
that instead of obtaining a clear retinal reflection 
of the light thrown into the eye from the mirror 
we get only a smoky or cloudy reflection. And 
on illuminating the eye with light focussed upon it 
with a condensing lens and carefully examining the 
media with a “corneal loupe,” we note that there 
are small dots on the back of the cornea, like small 
round specks stuck on to it. 

It may be that we shall see other signs also: 
We may find a congestion of the small vessels 
around the limbus of the cornea, or a slight 
sluggishness of the movements of the iris, perhaps 
even a little alteration of its colour; and on occasion 
we may by palpating the globe just beyond the cor¬ 
neal margin find that the eyeball is tender over the 
region of the ciliary body. And if we look into the 
chambers of the eye we may observe a slight mud¬ 
diness of the aqueous humour and a cloudiness of 
the vitreous around the edges of the lens. In 
more advanced cases there may be a point or two 
on the pupillary margin where the iris has become 
glued on to the lens. All these signs are those of 
a moderate degree of inflammation of the anterior 
part of the uvea—the ciliary body and the iris. 
They do not differ in kind from iritis and cyclitis 
produced by many diseases, but in these particular 
cases the onset is so slow and the inflammation so 
mild that we can see the changes to a nicety. 

But it is to the spots to be seen stuck on the 
back of the cornea I would particularly draw your 
attention. They look just like minute splashes of 
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mud on a window, and such they are. You will j 
remember that the fluid circulating within the eye 
is secreted by the ciliary body, and passes from 
the posterior chamber through the pupil into the 
anterior chamber. In health this fluid is clear, 
but when the ciliary body is inflamed the secre¬ 
tion is turbid from the presence of leucocytes, and 
these fall on the cornea as the fluid streams 
through the pupil. 

Now, matter suspended in a body of circulating 
fluid tends to be deposited upon the lines of the 
flow ; and so here, as the turbid fluid pours through 
the pupil, the silt falls upon the posterior surface 
of the cornea and gradually covers the lower 
sector of it with spots ; and, following the usual laws ; 
of silt, the larger sized and greater number of the 
spots are at the base of the sector and the finer 
spots at the apex. 

The spots are the leucocytes extruded from the 
inflamed ciliary body, gathered into clumps by the 
shrinking of the fibrin coagulating about them. 

Now, if we make a systematic examination of 
such a patient, we may find no taint of any con¬ 
stitutional disease. She may be merely a slightly 
anaemic girl, a little overworked and a little under¬ 
fed or badly fed. But if we examine her mouth, we 
shall find in quite a large proportion of such cases 
a septic mouth, carious teeth, perhaps stomatitis, 
or even pyorrhoea alveolaris. 

Here, then, are two foci of inflammation in one 
case—an eye showing all the signs of a mild 
anterior uveitis, and a mouth teeming with micro¬ 
organisms and their poisonous products. Can any 
relationship be determined between the two ? Is 
there any causal relationship between them? I 
must premise the consideration of this point by 
telling you that in many such eyes the aqueous— 
the contents of the anterior chamber—has been 
tapped and examined bacteriologically, and that 
the results from such examinations have been 
until now negative ; that is, the inflammation of the 
eye cannot be shown to be due to the presence 
and direct influence of a micro-organism. On the 
other hand, you are familiar with most serious 
symptoms of disease resulting from the absorption 
and the action of the products of metabolism of 
saprophytic or parasitic organisms, the former in 
the not uncommon ptomaine-poisoning from unfit 
food that has been sterilised after decomposition 
has set in, and the latter in cases of tetanus or 


diphtheria, where an organism acting locally exerts 
a disastrous influence on the body generally by the 
distribution of the toxines these organisms pro¬ 
duce. 

Now, the connection of the two foci of inflamma¬ 
tion in eye and mouth are somewhat of this latter 
order. We conceive that the products of the 
sepsis of the mouth are absorbed into the blood¬ 
stream, and injuriously affect the vision of the eye 
and so set up that cycle of changes in the anterior 
uvea which we have considered. The actual inci¬ 
dence of the disease must be supposed to be asso¬ 
ciated with some defect or unusual and prolonged 
strain of the eye. In civilisation the eye is subject to 
prolonged usage for the purposes of near vision 
which produces fatigue in healthy individuals, and 
the supposition is that this fatigue in unhealthy 
subjects allows of injurious effects from circulating 
poisons of no great virulence in themselves. It is 
a hypothesis which cannot be held proven from 
the definite scientific point of view, but from the 
view of empirical therapeutics it is a good hypo¬ 
thesis ; for, acting upon it, we clean the mouth and 
teeth and gums, and speedily we get a cessation 
of the inflammatory symptoms in the eye, and a 
resolution of the changes produced more or less 
complete as the case is in an advanced or early 
stage. 

Lest I be misunderstood to assert this position 
too dogmatically, let me repeat what I said at the 
beginning of the section: The coincidence of eye 
and mouth sepsis occurs in a considerable number 
of cases ; but there are cases in which the mouth is 
not at fault, and our search for the exciting sepsis 
has to be extended to further reaches of the alimen¬ 
tary canal or the generative organs. 

Reflex Disturbance. 

For an example of the third or reflex mode of 
damage to the eye from neighbouring septic 
mucosa I shall take a disease which is of much 
more common occurrence than feither of the two 
former examples. It is known as phlyctenular 
conjunctivitis or keratitis. It is a disease which 
damages a vast number of eyes because the cornea 
is very frequently attacked, and a very small and 
short-lived phlycten is enough to so mar the 
smooth contour of the cornea and its regular density 
that the vision is reduced. 

The disease has for its etiological factor certain 
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general or constitutional defects and certain local 
or neighbouring defects. 

The general or constitutional defect is what we 
usually sum up by the term “mal-nutrition.” The 
cases are almost exclusively found amongst weakly 
children. Our forefathers were so impressed by 
this concurrence of phlyctenules and general weak¬ 
ness that they called the disease “ strumous kera¬ 
titis ” ; but this term “ strumous ” has now so 
definite a connotation with tubercular manifesta¬ 
tions that it can no longer be used in its original 
broad significance. The children are almost always 
poor and badly fed. Both these factors are neces¬ 
sary and if not equally then I would lay the stress 
on the bad feeding. Poverty alone is not enough, 
for I noted in an examination into the liability of 
poor alien and native patients at hospital that the 
aliens, Jews for the most part, did not suffer from 
this disease equally with natives, yet the aliens l 
were afflicted with dirt diseases much more than [ 
the natives. The reason for this I found in the j 
free use of oil in alien cookery, which is strikingly j 
reflected in the fatness of their children. And j 
this deduction is corroborated by the known utility t 
of cod-liver oil in the treatment of the disease. ( 
But neither poverty nor bad feeding alone are 
sufficient to account for the incidence of the dis¬ 
ease ; there is a neighbouring exciting cause, and 
that I believe is in the condition of the nasal and 
buccal mucosa. 

Inquiring into the “ seat of election ” for the 
occurrence of these phlyctenules, I examined the 
cases occurring at the Belgrave Hospital for 
Children during ten years. The inquiry gave 
a most striking result, for it showed that of all the 
cases 75 per cent, of the phlyctenules appeared on 
the lower and outer quadrant of the limbus and 
cornea. That is, in three quarters of the cases the 
region innervated by the second division of the 
fifth nerve was affected, whilst the parts of the con¬ 
junctiva and cornea which are supplied by the first 
division of that nerve, although relatively more ex¬ 
posed to injuries by air-borne dirt and organisms, 
suffered but few phlyctenules. This seems to me 
to mark out the phlycten as a lesion due to some 
nerve-irritation rather than a pustular affection due 
to locally acting organisms, and this was borne out 
by my bacteriological examination. 

The source of this nerve-irritation I find in the 
condition of the nose, a state of chronic catarrh; 


in sores about the nostrils and mouth; and in the 
chronic irritation of the mouth by the decaying 
first dentition ; which are all such general features in 
these poor and badly fed children. This irritation 
of the nasal and buccal mucosa, innervated by the 
second division of the fifth nerve, results in a 
herpetiform eruption at the terminals of collateral 
branches of this, at the limbus corneal, a point 
where the interweaving of terminal nerve-fibrillae is 
extraordinarily close and delicate. 

The early investigators of the histological features 
of the lesion named it “phlycten” because they 
believed it to be a little blister; later investigators 
came to the conclusion it was a solid eruption ; 
but the most recent have shown that it truly is a 
minute blister, just such a thing as we associate 
with an attack of shingles. 

These cases, again, point to the same moral 
already drawn from the two former classes of dis¬ 
ease : that when we treat the eye affections we 
must search the body corporate for possible lines 
of causation, for the examples we have considered 
tend to show that there is not always a simple and 
single connection of cause and effect but a series 
of causes, sometimes complicated and obscure, the 
unravelling of which can alone give us due assur¬ 
ance of satisfaction in our work. 

January 28 th, 1907. 


Foreign Body in Abdomen.— Gruzdew relates 
that a multipara, aet. 51 years, had an ovarian cyst 
removed by an eminent surgeon in a well-managed 
hospital. She was healthy for a year and then 
abdominal pains were experienced, gradually grow¬ 
ing more severe in the course of six years, and 
finally localised at a certain point in the abdominal 
wall, where the tip of a sharp instrument at last 
presented. It was recognised as a forceps ; the 
handle could be palpated in the pouch of Douglas. 
It was removed through an incision at this point, 
and proved to be a Terrier forceps, closed, measur¬ 
ing 22 cm., nearly nine inches, in length. The 
peritoneum had tried to encapsulate the foreign 
body, so that its removal was practically an extra- 
peritoneal operation. The membranous encapsula¬ 
tion covered all parts of the instrument except the 
sharp tip.— -Journ. A. M. A ., vol. xlvii, No. 1. 
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SAN REMO AND SOME OF ITS ADVAN¬ 
TAGES AS A WINTER RESORT. j 

By W. SOLTAU ECCLES, M.R.C.S. ' 

- | 

San RemG, the principal health resort on the j 

Italian Riviera, is within half an hour’s journey by ! 
train from the French frontier, and about four 
hoprs from Genoa. It can be reached in less than 1 
twenty-nine hours from London. It has accom- j 
modation in its east and west bays for all sorts of 1 
visitors and purses, having several large hotels and j 
many smaller ones, some of the latter being^very 
well situated. Its villas are numerous and vary in 1 
rents for the season from ^100 to ^1000. 
Furnished flats can also be obtained, and two or 
three doctors are prepared to receive resident 
patients. I 

The advantages of San Remo are its climate, 
accessibility, and excellent accommodation for 
visitors, both in respect of hotels, shops, society, 
churches, amusements, and provision for invalids. 

Having visited during the winter many parts of 
France and Italy, I have not found a more suitable 
resort for invalids than San Remo. From October 
to May its average rainfall is very small, its dull 1 
days very few, and brilliant sunshine largely pre¬ 
vails ; unlike that of Egypt and other subtropical 
and tropical countries, the sun’s rays are never 
oppressive, the intense blue and cloudless skies are 
always a joy, and not less so are the many changes j 
of the azure Mediterranean. 

Many sunny places are visited by trying winds, 
which raise an inconvenient amount of dust. 
Fortunately, San Remo does not suffer much from 
wind or dust. The surrounding hills form excel- j 
lent barriers to the north, east, and west air 1 
currents, and it is remarkable how sheltered San 
Remo is, even when the Mistral—a rare wind— 
blows. Without much wind, clouds are not fre¬ 
quent visitors, hence the rainfall is small; in fact, 
many, especially the market gardeners, with their 
acres of rose, carnation, and other flower beds, 
would be thankful for more frequent showers. 

It is well for these gardeners, as for the rest of 
the San Remese, that the town has an abundant 
water supply, brought in from a distant mountain 
by miles of iron pipes. The great reservoirs 
supplying this and some other towns are on the 
coast. 


The plentiful sunshine and the absence of much 
rain makes the air remarkably dry, a decided 
advantage for many sufferers who visit the place. 
Much of San Remo is built upon the sides of the 
spurs running down from the sheltering hills, hence 
the drainage, natural and artificial, has a good fall. 
A new and comprehensive drainage scheme is 
being introduced and a tramway is in process of 
construction which will ultimately enable persons 
to travel a long way over the beautiful seaside road 
stretching from Genoa to Marseilles. 

The drives and walks around are numerous and 
very enjoyable. Besides the coast road to such 
places as Ospedaletti, Bordighera, Mentone, Porto 
Manrizio, etc., there are numerous carriage roads 
leading up the valleys to the Maritime Alps. The 
walks in the olive woods can be varied every week 
of the season. Fortunately or unfortunately, 
doctors of many nationalities abound. It is said 
that at most one third of the number of English 
medical men would suffice. 

San Remo has several medical institutions; two 
of them are reserved for English-speaking patients 
—the “Villa Emily,” for ladies in reduced circum¬ 
stances, and “ Sunnybank,” a nursing home for 
both sexes, where a large staff of British nurses 
reside, in readiness to care for sufferers there or 
elsewhere. 

The patients who find this resort most beneficial 
are those who suffer from incipient phthisis, asthma, 
bronchitis, and other respiratory diseases. Open- 
air treatment can be far better carried out here 
than in duller, damper, and colder places, hence 
its suitability for tuberculosis of all kinds in its 
early stages. 

Then, again, San Remo often benefits those 
suffering from rheumatism, neurasthenia, and some 
other nerve disorders, troubles following residence 
in the tropics, such as hepatic and gastro-intestinal 
affections, anaemia, some renal diseases, certain 
sequelae of influenza, fevers, and other debilitating 
i complaints, convalescence from severe operations, 

1 some forms of insomnia, and overwork. 

January 30 th, 1907. 

We have received from J. S. Fry & Sons, Bristol, 
a sample of their milk chocolate. This article is 
a combination of pure cocoa with sweetened milk 
and flavoured so as to produce not only a valuable 
and concentrated food but also a delicious sweet¬ 
meat. 
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A LECTURE 

ON 

ABSCESS OF THE LIVER.* 

By HECTOR MACKENZIE, M.D., F.R.C.P., 
Physician to St. Thomas's Hospital and to the Brompton 
Consumption Hospital. 


; Ladies and Gentlemen, —You may perhaps 
| think it presumptuous of me to have chosen as 
the subject of my lecture to-day abscess of the 
liver, because the experience of a London physician 
of this disease is necessarily small compared with 
that to be obtained in tropical countries. But the 
very fact of abscess of the liver being a rare disease 
in this country makes it all the more necessary 
that you should be well acquainted with its sym¬ 
ptoms and with the different varieties of cases 
which may come before you. It may happen to 
any of you to meet with a case of abscess of the 
liver, and because it is with us an uncommon 
disease some of you may not yet have had the 
opportunity of seeing a case, and therefore may altor 
gether fail to recognise it. In a tropical country, 
where abscess of the liver is a common disease, 
the practitioner is on the look out for it, and when 
a patient comes giving a history of persistent pain 
in the region of the liver, and is found to have 
pyrexia and hepatic enlargement, abscess of the 
liver is at once thought of and searched for. Here, 
on account of the rarity of the disease and the 
scanty opportunity which the practitioner has of 
seeing cases, the symptoms are probably misinter¬ 
preted and the malady therefore wrongly diagnosed. 
Now, although the disease is rare, it is not so very 
uncommon that in the course of years a London 
physician does not gather some experience of it. At 
St. Thomas’s Hospital during the last twenty years 
we have had some forty-three cases of hepatic 
abscess in the hospital, a good many of which I 

* Delivered at the Medical Graduates’ College and 
Polyclinic. 
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have had the opportunity of seeing. In addition I 
to these cases I have seen at the hospital, I have 
seen a certain number of cases in private. I 
propose to give you some account of a few of the 
more interesting cases which have come before me 
personally, but before doing that I should like to 
call your attention to a few points of interest in 
connection with the disease. Nearly all cases of 
abscess of the liver are in male subjects. I have, 
as far as I recollect, only seen one case of hepatic 
abscess in a woman, and that was the result of 
injury. While we have had forty male cases in 
St. Thomas’s Hospital we have only had three 
female cases, and the experience is the same in 
tropical countries. For some reason or other, 
then, abscess of the liver seldom occurs in women. 
Now, dysentery is by far the most common ante¬ 
cedent of abscess of the liver, but we have no 
ground for supposing that dysentery affects men 
much more frequently than women, and therefore 
there must be some reason other than the inci¬ 
dence of dysentery why abscess of the liver should 
especially affect the male sex. From the inquiries 
I have made, and from the experience of those 
who see many cases of abscess of the liver abroad, 

I conclude that alcohol plays an important part 
in the causation of liver abscess. One undoubtedly 
finds a history of what must be considered as ex¬ 
ceeding the physiological limit for alcohol in a 
large proportion of cases of liver abscess, and the 
amount of alcohol taken is probably the reason 
why the disease is more common in men. This 
helps to explain also why liver abscess is relatively 
much more frequent among Europeans than it is 
among natives, for it is common knowledge that 
Europeans take much more alcohol than the 
natives do. It appears that the disease is far 
more frequent between the ages of twenty and 
forty than at any other, the age period when 
indiscretion with regard to alcohol is most likely to 
occur. So I would infer that the combined effect of 
dysentery and alcohol is the most common cause 
of abscess of liver. I do not propose to consider 
in detail all the varieties of liver abscess. I need 
not remind you that liver abscess may be multiple 
and scattered throughout the organ, or solitary or 
limited in number to two or three. The multiple 
abscesses are generally of small size ; those which 
are solitary or few in number are usually large. 
The multiple and small abscesses of the liver are, 


as a rule, due to pyaemia, the infection being gene¬ 
rally carried by the portal vein. These abscesses 
occur in connection with ulcer of the stomach, 
ulcer of the intestine, fistula, operations on the 
rectum, appendicitis, diseases of the spleen and 
pancreas, and diseases of the pelvic organs. I do 
not propose to do more than refer to multiple 
pyaemic abscesses, because they are not amenable 
to treatment, and are rather of pathological interest 
than of clinical and therapeutic importance. The 
solitary abscesses, including those which do not 
exceed two or three in number, are those which 
will occupy our attention this afternoon. By far 
the most common cause of these is dysentery. In 
this country we meet with liver abscess either in 
people who have come from abroad or in whom 
there has been some disease of the abdomen or a 
history of injury in the liver region. One of the 
first cases of liver abscess occurring in my own 
practice was in a woman who had never been 
abroad, and in whom there was a history of a 
severe blow on the side. In 75 per cent, of the 
cases we are now considering the abscess is solitary, 
so that it is a three to one chance on the abscess 
being a single one in any particular case, a matter 
of importance from the point of view of treatment. 
An abscess is more frequently seated in the right 
lobe of the liver, and on the convex upper or outer 
surface than elsewhere. It may, however, occur 
in any part of the organ, and I have seen it pre¬ 
senting on the under surface, adjacent to the hepatic 
flexure. The pus contained in a liver abscess is 
usually very thick and of a yellow-green or greyish 
colour. More rarely it is of a dark red or yellow 
colour. What is often spoken of as typical liver 
abscess pus, pus of an anchovy paste colour, is 
not so commonly seen in the cases we meet with 
here as the yellowish-green thick pus. In tropical 
abscess the amoeba is probably the most important 
pathological etiological factor, but whether the 
amoeba actually sets up the suppuration itself or 
whether the suppuration is set up by microbes 
which are carried by the amoebae is not quite 
certain. Certainly in some cases we find along 
with the amoeba the staphylococcus or strepto¬ 
coccus. In some cases the pus is sterile. On the 
whole, I think the probability is that suppuration 
is caused by the micro-organisms which are carried 
by the amoeba rather than directly by the amoeba 
itself. The liver is found to be enlarged during 
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the abscess stage in 90 per cent, of the cases, from has been present some time. The fever is often 
which fact you may conclude that, if on careful irregular, with evening exacerbations, varying in the 
examination you find no sign that the liver is twenty-four hours between ioo° F. and 103° F. 
enlarged, there is little probability of there being The inverse type, where the temperature is higher 
an abscess of the liver. Adhesive inflammations in the morning, is occasionally met with. Pyrexia 
are common, giving rise to perihepatitis or inflam- is, however, not an essential symptom, and it may 
mation of the pleura or of the pericardium, in come and go while the patient is under observa- 
addition to the inflammation of the peritoneum in tion. Acute cases may be ushered in with rigors 
the immediate neighbourhood of the abscess. The and vomiting. After pain and fever you will 
spleen is, as a rule, unenlarged. regard sweating as a highly significant and impor- 

In the diagnosis of abscess of the liver, symptoms tant symptom, which is very seldom absent. It is 
play a very important part. Some diseases can be often very profuse, and, unlike the sweating of 
diagnosed entirely by physical signs and some phthisis, may occur at any time of the day. The 
entirely by symptoms. In abscess of the liver we pulse and respirations are both accelerated; the 
depend on both. The nature of the symptoms respirations are especially quickened when the 
first puts us on the right track, and the diagnosis is abscess bulges upwards and presses on the dia- 
completed and established by physical examination, phragm and lung. Nearly always you find digestive 
First, you make your inspection of the patient, disturbances, such as anorexia, dyspepsia, and 
You generally find that the subject of liver abscess sometimes vomiting. Slight jaundice is common, 
is poorly nourished and slightly jaundiced. In an but deep jaundice is rare. On physical examina- 
acute case you will notice the patient bears a look tion you may find first by inspection some evident 
of anxiety and distress. You will obtain a history swelling in the situation of the liver below the 
of pain and tenderness in the hepatic region, costal margin, or a fulness over the lower ribs or 
together with fever, sweating, and dyspepsia. By costal cartilages on the right side. On palpation 
far the most important of these symptoms is pain, you may be able to make out an enlarged liver, 
When the pain is sudden and severe it is accom- extending some way below the postal margin, 
panied by more or less fever, but when not very Tenderness on palpation is often present, the 
severe there may be persistence of pain for days, tenderness being greatest where the swelling is 
or even weeks, without much fever. Cases are most prominent. By means of percussion you 
recorded in which there was liver abscess without can probably make out an alteration in the extent 
pain, but in the absence of pain I do not think it and shape of the thoracic liver dulness. The 
is possible for you to diagnose liver abscess. The dulness may be increased upwards or principally 
position of the pain varies, as one might expect, j behind. An abscess situated on the upper surface 
with the situation of the abscess. It may be ! of the liver or posteriorly may give rise to the sug- 
referred to the right or the left hypochondrium, its gestion of pleural effusion or pulmonary consolida- 
most common seat, or to the epigastrium or to the tion. An acute liver abscess has not infrequently 
lower part of the right scapula or right shoulder- been diagnosed as acute pneumonia, 
joint. It is very significant if there is pain in the Of recent years a good deal of attention has 
right shoulder, but that is present in comparatively been paid to blood examinations, and it was hoped 
few cases. The pain is of a dull aching character that examination "of the blood might be a very 
when the abscess is deep-seated ; it is acute, sharp, useful help to diagnosis in cases of liver abscess, 
and boring in character when the abscess is near First, there may be leucocytosis, but, as I shall be 
the surface. You will find in some cases on palpa- able to illustrate by one of the cases which I shall 
tion and pressure with the fingers that there is relate to you, absence of leucocytosis is no contra- 
tenderness over a limited area, an important guide indication of liver abscess, just as its presence 


to the situation of the abscess. Fever is often the 
earliest symptom, present sometimes a week or two 
before the pain appears, or it may be accompanied 
from the first by pain in the region of the liver. It 
may, however, not be observed until after the pain 


gives no certainty that there is an abscess. Of 
much greater importance than leucocytosis is an 
alteration in the differential white cell count. If 
you find there is a marked increase in the poly¬ 


morphonuclear leucocytes, or finely granular oxy- 
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philes, and a diminution in the small lymphocytes, 
with absence of eosinophilia, there is a very strong 
probability that suppuration is present. Still, even 
if you do not get such an increase you cannot say 
that there is not a liver abscess. A change of that 
nature is very important, but its absence does not 
negative a diagnosis of liver abscess, as the case I 
shall relate will demonstrate. 

You generally find that the patient who is the 
subject of liver abscess lies on his back with his 
shoulders raised. If the lung be involved, the 
right dorso-lateral position is chosen, the body 
being slightly raised and the thighs flexed. The 
patient is usually obviously anaemic. You see, as 
I have said, that he is emaciated, and he will tell 
you that he has lost flesh and has progressively 
declined in strength. In the hepato-pulmonary 
form the patient generally complains of a stitch¬ 
like pain in the right side of the chest and dyspnoea 
and cough. 

As regards the duration of the disease, it may be 
acute and fatal in from seven to twenty-one days. 
But more usually it is subacute or chronic, and 
the mean duration then is about three months. I 
have seen it stated that sixty-six per cent, of the 
cases of liver ^abscess prove fatal, death usually 
taking place by exhaustion. This may be true at 
the present time in tropical countries, but our 
results at St. Thomas's are slightly more encourag¬ 
ing. Out of forty-three cases twenty were dis¬ 
charged cured or relieved and twenty-three died. 

A disease in which more than half the cases die is I 
one in which only a very guarded prognosis can | 
be given. If there are marked dysenteric sym¬ 
ptoms, if there is a marked history of alcoholism, | 
or if there is severe constitutional disease the i 
prognosis is so much the worse. Sometimes the I 
wound does not close up and lardaceous disease 
ensues. Sometimes another abscess forms and 
needs surgical treatment. The worst form of i 
hepatic disease is the hepato-pulmonary form, 
where the abscess perforates the diaphragm and ; 
is evacuated by the air-passages. These cases 
sometimes run a very protracted course. I re¬ 
member one which went on for two and a half 
years before the fatal termination. Exceptionally 
an abscess which opens through the lungs runs a 
favourable course without operation. I remember 
the case of a young lad who was sent home for 
operation, but who got well on the voyage home 


from India, and it was difficult to convince the 
father that an abscess had ever existed. 

I do not propose to say much about the treat¬ 
ment, because the treatment of hepatic abscess is 
simple and purely surgical. The matter of first 
importance is the diagnosis and discovery of the 
abscess. There is no difference of opinion that 
an abscess ought to be opened up and freely 
drained. When an abscess is suspected, the 
right thing to do is to make an exploratory 
puncture with a trocar and cannula and try to 
strike the pus. If you do not find pus on the 
first attempt, you should insert the trocar in 
another place or in another direction. You may 
have to do so several times before you hit on 
the abscess or you may fail to find it. In 
tropical countries, where abscess is common, they 
do not hesitate to explore boldly, and patients 
sometimes come home complaining that they have 
been made pin-cushions of, and no abscess has 
been discovered. But you would be wanting in 
your duty if, having diagnosed an abscess, you did 
not make every effort to locate it and evacuate it. 

I now- propose to relate to you in illustration of 
what I have said a few typical cases of liver abscess 
which have occurred in my own practice. I will 
first consider cases in which the diagnosis was fairly 
easy, and in which the disease ran what we may 
consider to be a normal course. H. W. K—, 
set. 27 years, in the Royal Navy, was admitted on 
September 10th and, died on October 1st. The 
history was that he had just returned from Bermuda, 
where for about a year he had had repeated attacks 
of diarrhoea of two or three days' duration. On 
the voyage home he suffered from diarrhoea, the 
bowels acting five times in the day, and the 
motions being dark and very loose. He had pain 
in the liver region, usually dull but occasionally 
sharp. There was no history of jaundice. His 
cheeks were flushed. There was a distinct fulness 
in the epigastrium and the right hypochondrium. 
On palpation the edge of the liver was felt as low 
down as the umbilicus. The surface was smooth, 
there was slight tenderness over the abdomen, but 
most marked over the liver. On percussion the 
dulness was found to begin above at the fifth 
space on the right in the nipple line. There was 
no free fluid in the abdomen. • The spleen was felt 
at the costal margin. The lungs were resonant 
all over. Vocal fremitus and breath-sounds were 
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slightly diminished at the extreme base of the 
right lung behind, but elsewhere they were normal, 
and equal on the two sides. In that case, you see, 
you have the typical history, symptoms, and signs 
of liver abscess. You have a history of chronic 
diarrhoea, evidently dysenteric, you have a history 
of pain in the liver region, and you know there 
was a great enlargement of the liver; accordingly, 
you would not have hesitated to recommend im¬ 
mediate operation. A large abscess was opened 
and drained but the man died shortly after the 
operation, and it was found at the post mortem 
that he had extensive dysenteric ulceration of the 
large intestine. 


The edge of the liver could be felt three inches 
below the costal margin. The leucocyte count 
was 10,900, showing therefore a moderate degree 
of leucocytosis. Here, again, the diagnosis was 
fairly easy. There was a history of slow, Continued 
fever in South Africa, but whether dysentery or 
not we could not say. There was a history of 
chronic pain and fever and enlargement of the liver, 
with swelling below the costal margin. He was 
operated upon on September 8th, and made a good 
recovery. During the week before the operation 
the temperature varied from 102° to 97 0 F. During 
the last three days previously to operation the 
temperature did not rise above ioo° F. 


H. M—, set. 29 years, an ex-soldier, was ad¬ 
mitted to hospital on September 1st, 1902. He 
had had fever in India ten years previously. He 
had been in South Africa at the beginning of 1902, 
when he had “slow continued fever.” He was ill 
twelve weeks with continuous fever, the tempera¬ 
ture ranging between 102° and io5°F., and during 
two weeks of the time he had diarrhoea. Then for 
ten weeks he did not feel very ill, had no rigors 
and no diarrhoea, but his temperature rose to 
102° F. each night. He took quinine in large 
doses, and had done so since. About ten weeks 
before he came to St. Thomas's, when returning 
from South Africa, he began to suffer from pain in 
his right side, which was continuous and throbbing, 
shooting to the umbilicus. This pain had per¬ 
sisted since, and was occasionally very bad at 
night. A fortnight previously to coming to the 
hospital vomiting started, and continued off and 
on up to his admission. On admission he was 
described as a healthy-looking man, but the look 
of health was probably fallacious, due to exposure 
on board ship. The abdomen moved well with 
respiration, and there was slight distension in the 
epigastric region. It was tender to palpation, 
and the percussion note was resonant there. The 
liver dulness began above at the lower edge of the 
sixth rib in the nipple line, and at the tenth rib in 
the axillary line. The edge of the liver was felt 
one inch below the costal margin. The spleen 
was hard, and the edge was felt two inches below 
the costal margin. The lungs and the heart were 
normal. On September 4th, on inspection, a 
diffuse swelling was seen in the right epigas¬ 
trium, resonant over the lower half on percussion. 


The next case I shall ask you to consider is one 
in which the diagnosis was more difficult. The 
patient, G. M— set. 25 years, a footman, was ad¬ 
mitted to St. Thomas’s Hospital on October 21st, 
1901. In July, 1900, while he was in South 
Africa, he was laid up with what was called enteric 
fever and dysentery, and after four months’ illness 
he was invalided home. He made a complete re¬ 
covery, and was able to take service as a footman, 
and he continued in that situation until shortly 
before his admission to the hospital. In August, 
1901, he began to suffer from a sharp pain in the 
right lumbar region whilst walking, and this was 
followed by other attacks of pain at intervals of a 
day or two, each attack lasting about one day. 
The pain was not severe, and was of a dull cha¬ 
racter, but it became sharp on taking a deep 
breath. Pain was also felt in the right shoulder- 
blade, the right groin and leg, and it was accom¬ 
panied by profuse sweating. The patient, how¬ 
ever, during this time continued at his work. On 
September 5th he had a very severe attack of pain 
in the same region, the right loin and shoulder, and 
so severe was it that he had to go to bed. He 
continued to suffer from pain for seven weeks, 
there being exacerbations every two or three days. 
The pain was, as before, accompanied by sweating 
and at times by faintness. It became more acute 
on his taking a deep breath. There was no ten¬ 
derness at first, but later on the right liver region 
became acutely tender. The patient on admission 
was described as emaciated, complaining of pain 
in the right liver region. The tongue was moist and 
red. His chest was poorly covered, but it moved 
equally on the two sides. . On percussion it was 
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resonant all over, except at the right base behind 
and below the angle of the scapula, where it was 
dull. There was some flattening of the right side, 
and the breath sounds over the lung were normal. 
The vocal resonance and fremitus were equal on 
the two sides, except at the right base, where they 
were diminished. There were no adventitious 
sounds. The cardiac dulness was normal, pulse 
regular, rate 112, low tension. Temperature, ioi° 
to 99 0 F. The abdomen was held rather rigidly, 
but nothing abnormal was felt in it. The liver 
dulness began above at the sixth rib, but did not 
extend below the costal margin, and the edge was 
not felt. Here, you see, we did not make out that 
there was any enlargement of the liver, and the 
physical signs were those suggestive of some effu¬ 
sion at the base of the right lung. On October 
22nd the chest was aspirated at the right base 
behind, between the eighth and ninth ribs, and five 
ounces of greenish pus, which ran freely, were 
drawn off. That therefore suggested that he had 
an empyema. Accordingly Mr. Corner, one of my 
surgical colleagues, made an incision five inches in 
length over the line of the ninth rib, cut down on 
the periosteum and separated it, and exposed the 
ribs. About four inches of the rib were removed, 
and the pleura was opened and found to be empty. 
The trocar was then passed into the liver through 
the diaphragm, and pus was found. The pleural 
cavity was packed off with gauze and the diaphragm 
and the liver incised, and a considerable quantity 
of pale green pus was let out. Two tubes were 
put in and the ends of the wound were stitched up 
a little with fishgut. After the operation the 
patient had very little pain, and felt better. The 
temperature gradually went down to normal, but 
after remaining so for a few days it rose again. 
He gradually, however, made a complete recovery. 
No examination of the blood was made. A culture 
from the abscess sinus grew cocci resembling in 
their growth, etc., the Staphylococcus pyogenes 
aureus, and also a fairly large bacillus showing a 
clear centre with rounded ends. This is an im¬ 
portant type of case, as showing how liver abscess 
may simulate empyema, and how the actual situa¬ 
tion of the abscess may not be discovered until 
after the pleura has been opened 

Another case was interesting on account of the 
long interval which elapsed between the third and 


| fourth attacks of dysentery, the latter culminating 
| in hepatic abscess, and on account of the occur- 
1 rence of a second abscess eight months after the 
first. 

The next case which I propose to relate to you 
, is one which closely simulated acute pneumonia- 
| Beatrice D—, jet. 21 years, was admitted under 
I my care on September 16th. The history was that 
on September 6th she had fallen down a cliff at 
Sandgate and hurt her right side on a hard piece 
of stone. She felt ill and shaken after this, but 
went about her work for two or three days. On 
'I September 9th she felt very ill, with a bad head¬ 
ache, pain on the right side, and fits of vomiting. 
She had to stay in bed, and she vomited several 
times, and felt unable to take food. She had to 
stay in bed from that time until she was brought 
to the hospital, on September 15th, nine days 
after the injury to her side. The history was that 
previously to this illness she had suffered a great 
deal from indigestion, and had several times had to 
give up her employment on that account. In the 
| previous March she had had pleurisy of the left 
side and inflammation of the stomach, and was in 
bed for three weeks. On examination she was 
described as a fairly well nourished girl, with a 
worn, anxious expression, complaining of in¬ 
tense pain on her right side, which was of a cut¬ 
ting character and worse on breathing. No 
external signs were found, no evidence of frac¬ 
tured rib. The respirations were short and 
shallow and numbered 48 per minute. Percussion 
revealed a normal condition on the left side, but 
the resonance was much impaired on the right side 
up to the middle of the scapula behind and to the 
fourth rib in front. Breath sounds were not heard 
over the area of dulness, and there was an absence 
of vocal vibration and fremitus; above this, altered 
breath sounds were heard, and there was some 
! bronchophony. In front the breathing was bron¬ 
chial, and a few crepitations were heard about the 
level of the fourth rib. The patient had no 
cough. Pulse 108, regular, quick, small, and com¬ 
pressible. On September 17th she was said to be 
in a great deal of pain, and had had a bad night. 
Four leeches were applied to the right side. The 
pulse was 136 and the respirations 60. The 
temperature was 102° F. On September 19th there 
was still a great deal of pain, the physical signs 
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remaining as before. On September 20th she was 
still in great pain, and there was absolute dulness 
over the right lung in front up to the fourth rib 
and the top of the axilla, and behind also, to about 
one inch below the angle of the scapula. There 
was loud bronchial breathing. The note was 
impaired over the left base. The pulse was 136 
and the respirations 66. The temperature was 
j o 1 *2° F. On September 21st there were still 
some riles in the left axilla, and still much pain. 
September 22nd, pain still severe, no cough, no 
expectoration, physical signs continued. Some 
cough developed at this date, and there was some 
scanty, viscid, rusty-coloured sputum brought up. 
All these symptoms and signs were those which 
made one believe that the girl had acute pneu¬ 
monia. It is a good many years since that case 
came before me, and I hope that if a similar 
case came before me at the present day I should 
make the diagnosis which I ought to have made 
then but did not. She had rusty-coloured sputum, 
rapid respirations, rapid pulse, and the' physical 
signs which one usually gets in acute pneumonia. 
The girl died, and at the post mortem we found 
that the liver was enormously enlarged. The 
upper part of the right lobe was occupied by a 
large abscess, containing greenish-coloured pus, 
slightly offensive. The abscess was pointing on 
the thoracic surface of the diaphragm, and also in 
the fifth space of the nipple line. Another large 
abscess was found between the diaphragm and the 
spleen. The diaphragm rose as high as the third 
rib on the right side. At the highest point there 
was pus in the substance of the liver just on the 
point of breaking through. At the corresponding 
part of the lung there was also pus beneath the 
pleura. Both lungs were more or less collapsed, 
especially the right lower lobe. There was no 
sign of pneumonia, but there was fluid in both 
pleura and pericardium. That is a very instructive 
case in which abscess of the liver came on appa¬ 
rently simply from trauma, without any history of 
any intestinal trouble, and in which the symptoms 
most closely simulated those of pneumonia. 

Had time permitted, I should have liked to have 
said something about other diseases with which 
abscess may be‘ confounded, such as subphrenic 
abscess and suppuration in various parts. I 
ha,ve recently had a case of subphrenic abscess 
which closely resembled that of hepatic abscess, 


except that the pain was never so severe. There 
were the same physical signs and there were the 
same symptoms, but the pain was much less 
marked. I have also recently had under my care 
a gentleman from India with right pyonephrosis, 
who was thought to have a liver abscess. The 
situation of the pain and tenderness, the absence 
of hepatic enlargement, and the presence of pus in 
the urine led to a correct diagnosis. 

One more case, however, I should like to relate 
to you, because it is one in which the diagnosis 
was somewhat difficult, but still a successful result 
was obtained. This patient was a ship stevedore, 
set. 34 years, who while in South Africa had “ slow 
continued fever,” a temperature up to 102° F., 
constipation, no diarrhoea, and recovering in nine 
days. On the 10th day, however, he complained 
of severe pain in the right side over the liver, 
which lasted three weeks, and he was treated in 
the military hospital for “ hepatitis ” for three 
months, and was discharged as fit in August, 1902 ; 
but eight days after he was discharged the pain 
returned, and he put himself under a private 
doctor. The pain he described as of two kinds, 
first, a constant dull, aching pain; and secondly, 
severe attacks of pain radiating up to the shoulder 
and back to the angle of the scapula. During 
these acute attacks he often vomited. He had 
frequent shivering fits, but no jaundice. On 
admission he was anaemic, the abdomen was soft 
to palpation, except under the hypochondrium, 
the liver was large and could not be felt, but there 
was dulness one inch below the costal margin. In 
the right epigastric area there was a marked tender¬ 
ness which was localised, and a tongue-shaped ex¬ 
tension downwards could be traced. No tumour 
could be felt. The liver dulness began above at 
the fifth space at the right nipple line, and at the 
seventh rib in the mid-axillary line; the spleen was 
not felt, the heart was natural, and the lungs were 
normal, except at the right base, where the per¬ 
cussion note was fair. The breath sounds, vocal 
fremitus, and vocal resonance were diminished, 
and fine pleural crepitations were present. The 
progress was uneventful until November 1st, 
when the temperature suddenly rose to 102*6° F. 
His chart is interesting, as it shows how with 
a liver abscess you may have for a time 
a fairly normal temperature. During about his 
first fortnight in the hospital his temperature 
was nearly normal, but it then suddenly reached 
102*6° F., and the rise was accompanied by a return 
of pain in the right side, and he had some diarrhoea, 
with blood and mucus in the stools. On Novem- 
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ber 3rd we detected a patch of pleurisy at the right 
base. The pain was described as very severe 
and shooting in character, extending to the right 
shoulder-joint and down the right side. Between 
November 5th and 21st he had severe attacks of 
pain, off and on. On some days he was quite free 
from pain, while at others the pain was severe. I 
had several blood examinations made in this case, 
which were as follows: October 17th, red cells 
3,900,000, white cells 10,500; November 6th, 
white cells 5800 per c.mm., finely granulated 
oxyphiles 58*25 per cent., lymphocytes 27*0 per 
cent., eosinophiles 5*0 per cent., large hyaline 
9*75 P er cent. No malaria parasites. November 
21 st, white cells 10,800 per c.mm. ; January 28th, 
white cells 8800 per c.mm. You will observe that 
on October 17th, which was two days after he was 
admitted, the white cell count was 10,500—that is 
to say, a slight degree of leucocytosis. But on 
November 6th, five days after he had had that 
rise of temperature and the return of the pain, his 
white cell count was only 5800, a very small white 
cell count for a case of abscess. And the diffe¬ 
rential count no more pointed to suppuration than 
did the number of cells themselves. There was 
no increased proportion of polymorphonuclear leu¬ 
cocytes, and there was a large eosinophile count, 
which we consider is very seldom present in sup¬ 
puration. So that the blood examination in this 
case was altogether misleading. Still, I felt fairly 
certain from the history, in spite of blood examina¬ 
tion, and in spite of the fact that he had a normal 
temperature for some time, that he had a liver 
abscess, and I asked Mr. Battle to see him. 
Mr. Battle aspirated in the ninth space in the 
right posterior axillary line, and obtained 2 oz. 
of blood-stained semi-purulent fluid, and resected 
away several inches of the tenth rib, and then 
half a pint of reddish fluid was removed from 
an abscess cavity in the liver. The progress of 
the case after the evacuation of the pus was un¬ 
eventful. The only trouble was a cough and 
bronchial expectoration. The man was discharged 
in January, 1903, first going home to Peckham 
and then to Hastings. While at the latter place 
the discharge became more profuse and purulent, 
and accordingly he was readmitted on January 26th 
and the old wound enlarged and a portion of rib 
resected, and a plug was put in. This succeeded 
in completely draining the abscess, and he was 
discharged cured on February 9th. I want espe¬ 
cially to draw your attention to the result of the 
blood examination in this case, which shows the 
wisdom of not putting too much faith in a negative 
count. If you have a sufficient number of sym¬ 
ptoms and physical signs present, I recommend 
you to be bold enough to have an exploration 
made, and I hope in such cases that you will be 
rewarded by finding pus. 

•February 1907. 


THE ARREST OF CANCEROUS 
GROWTHS. 

By W. BRUCE CLARKE, M.B.Oxon., F.R.C.S., 
Surgeon to St. Bartholomew’s Hospital; Member of 
the Court of Examiners of the Royal College of 
Surgeons, etc. 


Gentlemen, —The two cases which I am showing 
you to-day differ from one another perhaps as 
much as any two cases could differ. One is a 
man apparently, and I hope I may add actually, 
in perfect health; the other a woman who has had 
her breast removed for mammary cancer. But 
they have this one point in common, that they 
have both been the subjects of malignant disease. 
There is no possible room for doubt that this is 
the case, as we have not only the evidence of our 
unaided senses that this is the case, but the micro¬ 
scope has, in addition, given us undoubted proof 
of the correctness of the diagnosis. 

I will briefly relate the clinical histories of these 
cases, and then comment on the points which I 
specially wish to bring to your notice. Let us con¬ 
sider the case of the man first. He is a carpenter 
by trade, set. 62 years. I first saw him in 1895, 
when he was sent to me with a large swelling in 
his abdomen, which pulsated and was accompanied 
by the presence of a considerable amount of fluid 
in the peritoneal cavity. I showed him to my 
surgical colleagues at our weekly surgical consul¬ 
tations, and we were unanimous in our opinion 
that there was a swelling of considerable size in 
the Umbilical region, that it was attached to the 
back of the abdomen, and most of Us were under 
the impression that it was semi-fluid in character, 
and that its pulsation was communicated to it from 
the abdominal aorta. Some, however, thought that 
it was an abdominal aneurysm* but we were all 
agreed that it was either an aneurysm or a rapidly- 
growing malignant tumour. It had only been 
noticed about four weeks. The man himself was 
naturally anxious to have anything done that was 
likely to afford him relief, and though I confess I 
had very small hopes of being able to do him much 
good, I yielded to his earnest solicitations, and 
explored his abdomen mainly in the hope of 
affording him some temporary relief by letting out 
the fluid in his peritoneum, which was rapidly 
increasing. . - 
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You can see the scar that was caused by my j 
incision, and will note that his umbilicus is non- ! 
existent as it was removed at the operation. When j 
I had opened the abdomen and inserted my hand, 1 
the swelling proved to be as large as, or larger than, ; 
a foetal head, and thete were some enlarged glands 
in the neighbourhood, one of which I removed for 
purposes of examination. The tumour was situated 
behind the mesentery, and I had no reasonable 
doubt, from the way in which it had invaded the 
surrounding tissues, that it was a malignant growth ; 
in connection, probably, with some part of the 
small intestine. The lymphatic gland which I 
had removed was examined microscopically, and j 
showed undoubted evidences in its interior of a 
typical columnar-celled carcinomatous growth* j 
The subsequent progress in the case during the I 
next few weeks calls for no comment on my part. 
The convalescence was uneventful, and before the ! 
man left the hospital the growth had apparently 
somewhat diminished in size, and the pulsation 
had .all but disappeared. I asked the patient’s 
doctor to let me know the subsequent history of j 
the man, who had, I felt sure, only a few months j 
—perhaps only a few weeks—to live. Three or ■ 
four months later I saw the patient, and he ex¬ 
pressed himself as feeling much the better for his ! 
operation, and was able to go to work again. I saw ! 
him on several occasions during the next year, | 
always in good health, and then lost sight of him. 
Nine years later he returns to see me, because of a 
trivial injury to his leg, and thus it is that I have 
the opportunity of showing him to you to-day, 
but so far as his abdomen is concerned he is still 
in good health, and has never had a day’s illness j 
since he left the hospital. His cancerous growth 
has been arrested for ten years. Whether he will 
die of Cancer eventually I cannot, of course, say. 

Before we proceed to the consideration of our 
second patient let me refer you to the one or j 
two other cases which are more allied to the first j 
of these two cases than to the second* I 

In August, T884, a girl, set. 11 years, was ad- 
mitted into the Lawrence Ward under my care with 
a large swelling in the popliteal space, which proved 
to be a sarcoma* The popliteal artery and vein 
were completely surrounded by the tumour, and I 
amputated her leg through the middle third of the 
thigh. Two years later she was readmitted with a 
large Secondary growth, involving the upper part of | 


the femur and the ilium, and any further attempt 
at operative interference was quite out of the ques^ 
tion. Her condition got gradually worse—indeed, 
she was so bad that it seemed out of the question 
to suggest her removal ta her own home. Her 
friends, however, realising that the case was hope¬ 
less, insisted on taking her home, though I per¬ 
sonally pointed out to them that she was so ill 
it was doubtful if she would stand the journey. 
So bad was she that the house-surgeon, as was 
subsequently discovered, without even waiting 
further inquiries, entered in her note that she 
died a few days after her removal; and I am sure 
that no one who had seen her could have doubted 
the certainty of his prognosis. 

Eleven years later a patient came up on crutches 
to the out-patient room, and brought me a note 
from a lady visitor in her district, asking if I could 
help an old patient of mine to procure an artificial 
limb. I went into her case and interviewed her 
mother, who came with her, and there was no doubt 
whatever that this was my old patient whom I had, 
not unnaturally, believed was long since dead and 
buried. The recurrent growth involving the upper 
part of her femur and ilium, and completely fixing 
the hip-joint, was much in the same condition as 
when I had last seen it, eleven years previously, 
except perhaps that it was a little larger. It appa¬ 
rently caused her but little inconvenience, and had, 
so she and her mother informed me, been quite 
stationary for some years past, and she Was earning 
her living by needlework. All the mother could 
tell me of the history of her daughter’s illness after 
leaving the hospital was that she began gradually 
and slowly to improve, and in a few months’ time 
the growth of the tumour ceased, and that from 
that time onwards her health had been excellent. 

If you search through the pages of medical and 
surgical literature you will find other cases recorded 
in which similar arrests have taken place. I will 
refer you to one such, and if you keep your eyes 
open you will have no difficulty in coming across 
others. If you look in the ‘ Transactions * of the 
Medical Society of London for 1905, pp. 210-229, 
you will find a paper by Dr.-Bashford on the growth 
of cancer, and on p. 227 in the discussion which 
followed Mr. Waring related two cases of car¬ 
cinoma, in one of which the caecum and in the 
other the gall-bladder was affected by cancer. In 
both of these cases portions of the growth • were 
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removed and submitted to microscopic examina¬ 
tion. They proved to be cases of columnar-celled 
carcinoma. One was in good health more than 
two years after and the other more than seven 
years after the operation. Dr. Bashford stated 
that similar occurrences were witnessed in the 
lower animals. 

The second case which we have before us is a 
woman whose breast has been removed for mam¬ 
mary cancer, but the clinical history of the case is 
very unusual, and w/s will therefore consider it a 
little more in detail. She first noticed a lump in 
her right breast in 1890, when she was thirty-six years 
old, and during the next five years had on several 
occasions a slight discharge of blood from the 
nipple. Towards the end of 1896 the growth, 
which had none of the clinical characters of 
malignancy, was removed locally, but proved on 
microscopic examination to be carcinomatous. At 
that time she declined any further treatment, but 
in April, 1897, as the breast had increased in size, 
she consented to undergo further treatment, and 
Halsted’s operation was performed; both pec¬ 
torals were taken away and every vestige of con¬ 
nective tissue removed from the region of the axilla. 

In June of the same year a supra-clavicular gland 
was removed. Two months later the whole con¬ 
tents of the posterior triangle were carefully dis¬ 
sected out, and in January, 1899, the clavicle was 
divided, and some more enlarged cancerous glands 
were removed from the posterior triangle. 

You will observe that the progress of the disease 
had so far been very rapid, and for a while its 
rapidity continued. In November, 1899, she 
begged for something to be done to relieve her 
pain. More glands were visible in the neck. 
The neck and arm were swollen and painful, and 
there were a large number of secondary growths on 
the side of the chest. They had invaded the 
upper part of the neck and extended outwards to 
the deltoid region, and downwards as far as 
Poupart’s ligament, but they did not pass across 
the middle line of the body. There was, however, 
no evidence of visceral invasion. She was now 
forty-four years of age, and her menstruation was 
still quite regular. A double oophorectomy was 
suggested to her and she consented readily to its 
performance. Note especially, if you please, the 
change which this operation produced in her 
condition. 


Within forty-eight hours the pain of which she 
had complained ceased, and before she left the 
hospital, a month later, the thickened and (edema¬ 
tous skin had begun to shrivel. The shrivelling 
process continued, and in two months she reached 
her present condition. All swelling has disap¬ 
peared from the right arm, which she can use 
perfectly. The secondary nodules have all disap¬ 
peared except a few on the side of her neck and 
one or two along the incision-line of the old breast 
operation. There is not a trace of any other of 
the secondary growths to which I have just alluded, 
and there has been none from February, 1900, up 
to the present time. Those few that remain are 
certainly smaller than they were. Have they 
altered their cancerous structure and undergone 
the fibroid degeneration to which certain parts of 
a cancerous growth are so prone, or do they still 
present a cancerous appearance ? I had, I confess, 
always supposed that these growths were by this 
time mere harmless fibrous nodules; but a year 
ago when she came to me I obtained her leave to 
remove one of these nodules, and to my surprise 
when a section was examined under the microscope 
it proved to be one of the most typical clearly- 
defined specimens of cancer I have ever seen. In 
other words, the cancerous growth is still there, 
and will one day, I fear, take on a fresh lease 
of life. 

Now, I think, you will clearly realize why it is I 
have brought these cases before you to-day, and 
what is more, why I have drawn your attention to 
the man’s case first and to the woman’s subse¬ 
quently. The arrest in the man’s case was spon¬ 
taneous, except in so far as we may suppose that 
the removal of the fluid in the abdomen has con¬ 
tributed to bring about this result. The arrest in 
the case of the woman was brought about by the 
removal of her ovaries. You may, perhaps, be 
inclined to regard the removal of the ovaries as a 
mere coincidence. I am sure it is not so, and I 
will give you the reasons for my belief. I have 
treated upwards of a dozen cases in a similar 
fashion, and in every one of them there has been 
more or less abatement of the symptoms, but in 
none has the arrest been so marked or of such 
long duration as in the case which I aim showing 
you to-day. 

But let us turn from this striking fact to the chain 
of reasoning by which surgeons have been led up 
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to suggest such a method of treatment. In the 
‘Lancet’ of July nth and 18th, 1896, a paper 
was published by Beatson, in which he advocated 
this mode of treatment on the following grounds : 
He pointed out that lactation in cows can be per¬ 
manently kept up, when once it has been begun, by 
the removal of the ovaries. He further drew at¬ 
tention to the similarity which exists between lac¬ 
tation and the earlier stages of breast carcinoma in 
their microscopic appearance. A great prolifera¬ 
tion of cells takes place in both conditions. In 
the milk-giving breast the cells break down to form 
the milk, and in carcinoma they travel in the oppo¬ 
site direction, and invade the connective-tissue 
structures of the breast. 

Beatson put his views to the test by removing 
the ovaries of several patients, and then he pub¬ 
lished his results, in which he showed that marked 
benefit had resulted from operative interference. 
Two points were clearly brought out in his paper 
— one was that life was usually prolonged by the 
removal of the ovaries in these cases, and the 
other noteworthy fact was the extraordinary relief 
of pain that ensued, in most cases with great 
rapidity. You will remember that this was a 
marked feature in the case which*we have now 
before us. 

You will observe, too, that I have been scrupu¬ 
lously careful to employ the word arrest in this 
account which I have given you, and that I have 
been equally careful to avoid the term cure . I 
don’t say that cure is impossible. I have little 
doubt that it may occur in isolated instances 
whether they are subjected to operation or not, 
but we are rarely justified in employing the term. 

Experience has, I think, further shown us that 
certain limitations must be placed upon this ope¬ 
ration. To perform it on a moribund patient as a 
last resource is only to bring it into disrepute. To 
undertake it after the menopause has gone by is 
to give the patient a far poorer chance than when 
menstruation is active and regular. It is not abso¬ 
lutely contra-indicated under these circumstances, 
but the promises of relief from pain and of pro¬ 
longation of life must be more guarded. 

If there is one fact more than any other in the 
whole range of your medical and surgical education 
which is impressed upon you during your period 
of studentship, it is the steady progress of malig¬ 
nant disease towards a fatal issue and the impos¬ 


sibility of arresting or even retarding that progress 
except by extensive and complete removal, and 
there is no doubt whatever that this is in the main 
a correct view of those diseases which, we term 
malignant ; but I have drawn your attention to 
these cases to-day because I am desirous of point¬ 
ing out to you there are faint rays of hope and 
slight possibilities here and there of arresting 
these diseases which may be of considerable ser¬ 
vice to our patients, and at least have a reasonable 
prospect of prolonging their Existence, and render¬ 
ing their last days freer from pain than it otherwise 
would be. 

As you all know, the subject of cancer research 
is now in the mouths, not only of the medical 
world, but of many of the general public as well, and 
it is but reasonable to hope that one day, perhaps 
not far off, these efforts will be crowned by success. 
Rely upon it, this success will be more rapidly 
achieved if clinical records are slowly and surely 
accumulated of those conditions and those drugs 
which even in a remote degree tend to arrest the 
progress of this scourge of humanity. Do not be 
dismayed because you cannot promise a cure in 
such cases. A relief from pain and a prolongation 
of life is, as I have shown you, sometimes possible; 
and I doubt not that as the conditions which 
govern the rapidity of cell-growth and its complete 
arrest are further studied and better understood 
we shall gradually find a method of directing the 
energies of those cells which are running riot and 
giving rise to cancerous growths into other channels 
where their exuberant energy will be devoted to 
healthier objects. 

February 4th, 1907. 


Acute Flexion of the Knee with Untreated 
Coxitis. —Lauenstein calls attention to the flexion 
of the knee in an acute angle, which is a frequent 
accompaniment of severe inflammation of the hip- 
joint that has not received proper treatment, the 
hip being left much contracted. In an experience 
with two patients he found that even moderate 
pressure on the leg, to reduce the contraction at 
the knee, caused fracture of the femur as the lower 
epiphysis became detached. He warns, therefore, 
that the knee should be left untouched for a time, 
and that attention should be directed exclusively 
to correcting the deformity at the hip-joint, as the 
bone is liable to be atrophied from the long dis¬ 
use.—; Journ . vol. xlviii, No. 1. . 
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Lecture II. 

.t 

Hcemorrhage in hcemophilia .—I have had the best 
results in the treatment of these cases with adre¬ 
nalin chloride solution, r in iooo. It is given in¬ 
ternally by the mouth and where possible applied 
locally, aided by moderate pressure. There have 
been instances of haemorrhage from the gums, 
from cut fingers, and from the bladder or kidneys, 
and into joints. To a boy set. 9 years 10 min. were 
given by the mouth every hour, after a first dose 
of 20 min. This was a case of haemorrhage, appa¬ 
rently from the kidney. Another boy of about the 
same age had severe haemorrhage from the gums; 
many remedies had been tried, but it only ceased 
after the application of adrenalin. The patients 
Should be kept in bed and absolutely quiet; they 
should be fed on milk, because of the calcium salts it 
contains (it is a good plan to thicken the milk with 
one of the excellent powdered milks now on the 
market so that the patient gets a good deal of the 
salts of the milk and not an excess of fluid). Cal¬ 
cium chloride in 1 - drm. doses may also be 
given daily by the rectum for several days. If the 
haemorrhage is into a joint, such as the knee, the 
limb should be fixed on a splint and an ice-bag 
applied to the joint. Cuts should be sutured with 
fine-eye needles; when tied the pressure of the 
sutures is of great assistance in controlling the j 
bleeding, or the edges may be drawn together with j 
indiarubber strapping. 

(Edema of (he glottis .—There is a treatment for 
this condition which I should like'to bring to your 
notice, which will sometimes obviate the necessity 
for more severe measures. It consists in spraying 
the interior of the larynx with a 10 per cent, solu¬ 
tion of cocaine in 1 in 2000 adrenalin chloride 
solution. It is made by adding equal parts of a 


20 per cent, solution of cocaine to adrenalin chlo¬ 
ride solution 1 in 1000. Care must be taken that 
the spray really reaches the larynx and is not 
merely applied to the tongue and the roof of the 
mouth. The back of the mouth should be cleared 
of mucus and the tongue held out of the way, the 
nozzle of the syringe is then introduced well back 
over the larynx and when the patient inspires the 
spray is allowed to act; during expiration the spray 
should be stopped. The best way to manage this 
is to use that form of spray which has a ball 
covered with a netting, between the ball compressed 
'by the hand and the bottler The “Acme” spray 
producer for the throat, made by Maw, Son & Sons, 
is of this pattern. To use the spray in the method 
suggested the bottle of the spray is grasped by the 
left hand and fingers; the indiarubber tubing 
between the netting-covered ball and the spray 
nozzle is at the same time compressed by the 
thumb of the left hand on to the bottle. The 
netting-covered ball is then blown up tightly by the 
right hand ; the air cannot escape owing to the 
compression of the tube by the left thumb. The 
nozzle is now introduced to the back of the mouth 
and during inspiration the pressure exerted by the 
left thumb is released, allowing the spray to act; 
j during expiration the pressure is reapplied and the 
j spray stopped. This method, it will be seen, leaves 
the right hand free to hold the tongue out of the 
way and insures the using of a minimum of solu¬ 
tion, and that it is applied where desired. As 
little as possible should be used because of its toxic 
nature. Some time back I treated a child in this 
way who had been trying to drink boiling water 
from the spout of the kettle. It was admitted to 
the hospital in great distress, breathing with much 
difficulty and had marked recession of the inter¬ 
costal muscles and ribs. The necessity for trache¬ 
otomy appeared to be imminent. The larynx was 
sprayed in the way I have described and in a short 
time the child was much easier, and though it had 
to be detained for several days, the necessity for an 
operation was avoided. A patient treated in this 
way must be very carefully watched, especially at 
night, as the oedema about the larynx may recur 
and suffocation may take place unnoticed. 

Alveolar abscess .—There is a point in connection 
with the opening of these abscesses which may 
appear to be so trivial as not to be worth mention. 
My reason for doing so is that I have repeatedly 
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seen unsuccessful attempts made to open them, 
especially those in connection with the bicuspids, 
and first and second molars of the upper jaw. 
These are situations where they are particularly 
liable to cause trouble by opening into the antrum, 
and causing empyema of that cavity. The point 
to remember is that the knife must not be intro¬ 
duced directly upwards parallel to the roots of the 
teeth, but its point must be directed inwards 
towards the apex of the root and must cut through ! 
the periosteum ; the point should be felt on the j 
bone. This can be done quite painlessly by slowly I 
injecting a few minutes beforehand 10 or 15 j 
min. of a 3 per cent, solution of eucaine, which has j 
been boiled, and 2 min. of adrenalin chloride solu¬ 
tion 1 in 1000 added. 

Trismus .—When this condition is caused by an 
impacted wisdom tooth in the lower jaw, a general 
anaesthetic should be given and the jaws forced 
apart by means of a gag and the wisdom tooth, if : 
possible, removed. If this is done with forceps, it 
should be remembered to lever the tooth inwards, 
as the alveolar process is thinner in that direction 
in connection with this tooth; the outer side is 
thinner in connection with all the other teeth. If 
it is impossible to remove the impacted wisdom 
tooth, the second molar should be removed ; by 
doing this the impaction will be relieved, and the 
trouble will gradually subside. Difficulty in 
opening the mouth is sometimes caused by an 
erupting wisdom tooth when not actually impacted. 
Micro-organisms make their way between the 
crown of the tooth and the overlying gum and 
cause great tenderness and inconvenience. The 
condition, if not too severe, should be treated by the j 
introduction of an antiseptic powder, such as ! 
orthoform, which is at the same time anaesthetic, I 
into the cavity between the crown and the gum. j 
A fine wire with a piece of wool wrapped round ; 
it, such as a dentist’s nerve-extractor or bristle, is 
a convenient instrument to use. Perhaps a piece 
of the gum over the crown of the tooth can be cut 
away after being cocainised; this will give easier 
access and prevent its touching the tooth above. 
Powdered sulphate of copper has been often used 
in these cases; a little powdered cocaine should be 
applied first, as the copper often causes considerable 
smarting; chinosal powder, if at hand, is more 
suitable, as it causes little or no irritation. If the 
condition does not yield to these measures, com¬ 


bined with hot fomentations inside the mouth and 
outside the temporal rfegion and side of the face, 
the tooth must be removed. 

It is well to bear in mind that trismus may be 
caused by an exposed nerve in any of the lower 
molar teeth. This should, if possible, be treated 
by a dental surgeon, who will, if the tooth is worth 
it, destroy and remove the nerve, when the trouble 
will disappear. 

Dislocation of jaw .—This injury is usually treated 
without an anaesthetic. The patient is seated up¬ 
right in a chair. The surgeon binds his thumbs 
round with some material to prevent their being 
bitten, and places a thumb on each back molar 
tooth of the lower jaw, and exerts pressure down¬ 
wards. At the same time the front of the jaw is 
lifted upwards by his fingers and palms. In this 
way the thumbs act as a fulcrum; the latter may 
also consist of a piece of wood wrapped round with 
lint and placed between the back teeth. The jaw 
usually slips into place readily, but if it does not 
do so when the condyle is estimated to be at the 
lowest part of the eminentia articularis, the whole 
jaw should be pushed backwards. If reduction is 
not effected in this way, an assistant, with his 
thumbs on the skin of the face, should press the 
condyles downwards and backwards, while the 
surgeon manipulates the jaw from below. If un¬ 
successful, these manoeuvres may be repeated under 
an anaesthetic. Some time ago I saw a man who 
had dislocated his jaw the previous day. Two 
doctors had had him under chloroform for an hour, 
and had failed to obtain reduction. One of them 
brought him to the hospital the next morning. I 
seated the patient in a chair, and attempted to 
reduce the dislocation as described, someone else 
at the same time pressing on the condyles from 
the outside. Reduction was effected at once, with¬ 
out difficulty, and without chloroform, much to the 
doctor’s astonishment—he and his partner having 
tired themselves out the previous evening with 
fruitless efforts at reduction. Later on I hope to 
mention how useful this same method of external 
pressure on the head of the bone by an assistant 
is, in reducing dislocations of other joints. 

Concussion of the brain .—I should like to point 
out the mistakes which are commonly made in the 
treatment of this injury. I have frequently seen 
an ice-bag applied to the head of a man in the first 
stage of concussion of the brain, when his skin was 
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cold and pale, the circulation extremely feeble, all ; 
his powers at a very low ebb, and suffering from ! 
and in danger of dying from anaemia of the brain. I 
In this condition the ice-bag can do nothing but | 
harm; if it does anything, it tends to increase 
the anaemia of the brain and so lessen the patient’s 
flickering chances. The patient’s body should be 
kept warm and his head low. He should be kept i 
absolutely quiet and the application of the ice-bag ! 
deferred till reaction comes on, when his pulse 
and temperature begin to rise and he begins to 
complain of headache. When a patient appears 
likely to die of concussion he will require very 
judicious stimulation, just enough being done but 
no more. It may be started by an enema of hot 
coffee into the rectum, or hot saline solution if 
that is not sufficient Strychnine, brandy, or 
ether may be injected hypodermically in small 
doses, repeated as found necessary and the effect 
carefully watched, in order to omit the stimulants 
at the earliest possible moment; or the case may 
he converted into one of compression of the brain 
or spreading oedema. There may be small blood¬ 
vessels in the brain ruptured by the injury; they 
will not bleed to cause trouble with feeble circula¬ 
tion, but if the heart beats forcibly much harm 
may be done by the extravasation of blood and 
serum into the brain. 

The second point is that patients are constantly 
let out of bed and allowed to do mental or physical 
work much too soon after severe cases of concus¬ 
sion. Neither should be allowed for, perhaps, 
many weeks or months after the injury, according 
to its severity, and alcoholic stimulants should be 
absolutely forbidden, because cases of this kind are 
very susceptible to the action of alcohol, and they 
may easily get into trouble when under its in¬ 
fluence, or have permanent injury done to the 
brain. Anyone who does much insurance work 
will constantly see patients who have been allowed 
to work too soon, complaihing of headache, dizzi¬ 
ness, inability to concentrate the mind, mental 
confusion, and so on. 

Compression of the brain by middle meningeal 
hcemorrhage .—I am mentioning this condition be¬ 
cause I know of several cases where it was not 
recognised, and patients who probably could have 
been saved were allowed to die for want of sur¬ 
gical treatment. In a typical case there will be 
the usual phenomena of concussion—insensibility, 


cold and pallor of the surface, feeble pulse, shallow 
respiration. In time, which may vary from a few 
hours to a few days, the patient becomes more or 
even quite conscious 1 —the lucicj interval, as it has 
been called—the heart beats more forcibly, the 
general symptoms improve, but he begins to com¬ 
plain of more headache and becomes drowsy; this 
gradually deepens into insensibility, the opposite 
side of the body to the lesion becomes weaker, 
perhaps ♦ twitches, and finally becomes paralysed. 
The pupil on the side of the lesion gradually con¬ 
tracts, then gradually dilates and becomes para¬ 
lysed, the pupil on the opposite side follows suit 
and passes through the same changes. This is 
caused by the blood trickling to the base of the 
brain and first irritating, then pressing upon and 
paralysing, the third nerve, first on the injured 
side, then on the other. The pulse becomes 
slower and fuller, the skin gets flushed and the 
breathing stertorous, and, finally, the whole of the 
limbs become equally limp and paralysed, so that 
one may not be able to tell on which side the 
paralysis started. At first when the heart, in con¬ 
sequence of the concussion, was beating extremely 
feebly, no blood was poured out from the ruptured 
vessel, because it lies between the dura mater and 
the bone, but, by-and-by, as the heart recovered 
its force blood began to be pumped out and to 
strip the dura from the bone to which it is not 
very firmly attached; the vessel, being more firmly 
attached to the membrane, goes with it, so that 
the blood has no chance of compressing it enough 
to stop the bleeding. Thus a clot is formed out¬ 
side the dura mater, which gradually increases in 
size, and so the gradual onset of the symptons of 
compression, after the patient has apparently 
started to recover, is explained. Remember the 
“lucid interval.” 

If a patient when first seen is unconscious, and 
no history is obtainable, it should be noticed 
whether there is any evidence of injury to the side 
of the head, any movement of the bones possible, 
any depression, or any swelling which might be 
due to haemorrhage under the scalp; especially 
should the investigation be made about the anterior 
inferior angle of the parietal bone, where the vessel 
is most commonly ruptured. It may be that the 
limbs on the opposite side of the body to an injury 
in this situation are more limp and drop in a more 
dead manner when lifted up and allowed to fall 
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than those of the other side, or that the skin on 
the side opposite to the injury is warmer or more 
moist, or that the pupils show the changes already 
mentioned. 

When this injury is present the skull should be 
trephined one and a quarter inch behind the ex¬ 
ternal angular process of the frontal bone, and the 
same distance above the zygoma ; this will expose 
the anterior division of the vessel where it is most 
commonly ruptured. To expose the posterior 
branch the trephine should be applied one and 
three-quarter inch behind the external angular pro¬ 
cess ; the vessel runs about a quarter to half an inch 
above the zygoma; it is variable, even in the same 
skull. 

After the skull has been shaved and purified, a 
large horseshoe-shaped flap should be turned down. 
If a crack is found in the bone, the pin of the 
trephine should be applied just to one side of it. 
There is little risk of injuring the brain, as there is 
a mass of blood-clot between the dura and the 
bone. The circle of bone removed should be pre¬ 
served in warm saline solution, in case it can be 
replaced. Further bone may need to be cut away 
with gauge forceps, to expose the bleeding point. 
If the vessel is bleeding where it is attached to the 
dura, it can be under-run by a suture in a curved 
needle; if it bleeds from a canal in the bone, the 
canal must be plugged. This may be done by a 
fragment nipped off the piece of bone removed 
with the trephine. Other things which have been 
used are a small piece of a wooden match, a bit of 
ivory, a fragment of gauze or Horsley’s wax—this 
consists of beeswax 7 parts, almond oil 1 part, 
salicylic acid 1 part; it is stored ini in 20 carbolic 
lotion. When the clot has been removed and the 
haemorrhage stopped, if the dura rises up to the 
level of the opening, the circle of bone may be re¬ 
placed and the wound sewn up without drainage. 
If the dura remains depressed, the bone should not 
be replaced, a smallish drain-tube should be in¬ 
serted and brought out through a hole made in the 
centre of the flap, and the latter sutured in position. 
If the symptoms of paralysis of the opposite side 
do not clear up, the brain has probably not ex¬ 
panded, and the heart should be judiciously stimu¬ 
lated, to try and get it to send blood into the 
compressed vessels ; this must not be overdone, or 
oedema into the compressed part may come on, 
which may spread and cause progressive paralysis 


and insensibility, increasing rapidity, and feebleness 
of the pulse, high temperature, and death. When 
symptoms point to spreading oedema, it has been 
recommended to make a large opening through the 
skull, incise the dura, and allow the oedematous 
brain to bulge out; it is then incised, and the fluid 
allowed to drain away into dressings. As this takes 
place the brain gradually recedes within the skull, 
when the scalp is sutured into position. If the 
parts are kept aseptic, Jacksonian epilepsy is not 
likely to follow, as the brain will not be adherent 
to the parts covering it. On the other hand, if the 
wound becomes septic, the brain becomes fused to 
the parts covering it, and the epilepsy will most 
likely follow. It is not necessary to put gold-leaf 
or other foreign bodies between the brain and the 
scalp to prevent adhesions and Jacksonian epilepsy, 
as they do not take place with aseptic wounds. 
This should be borne in mind when operating on 
the brain for the removal of tumours, scars, etc. 

Fracture of the nasal bones .—The patient should 
be warned not to blow his nose, as he is very apt 
to do to get rid of blood, because if it is done 
surgical emphysema of the face may be produced ; 
if this is already present the air will soon dis¬ 
appear if no further efforts are made to clear the 
nose by blowing. It is very important to find out 
if there is any displacement of the nasal bones or 
the septum, and if so to remedy it at once. The 
nose if obviously displaced should be forced into 
place with the fingers ; a good deal of pressure 
may be required, and it should be done quickly, as 
the process is very painful. The septum should 
be pushed into position by means of a small, flat 
instrument introduced into the nostril. I have on 
several occasions used a hernia director, which 
had been wrapped round with gauze, for this pur¬ 
pose. The application of cocaine and adrenalin 
within the nose, after syringing with cold water, 
facilitates diagnosis and treatment. It is very im¬ 
portant to correct any deformity, not only on 
account of the patient’s looks, but because of the 
liability to asthma and hay fever if this is not 
done. If the bones are very splintered, and in 
consequence sink in and will not hold in position, 
it is recommended to pass hare-lip pins behind 
them, from side to side through the nose, to act 
as a scaffolding to support the bones, and if the 
latter tend to bulge outwards to stick suitably 
shaped pieces of cork on to each end of the pins 
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to act as outside splints, and to hold the corks in 
position by winding pieces of silk, figure of eight 
fashion, on to the pins. If gauze plugs are placed 
inside the nose, they should be wrung out in some 
non-irritating antiseptic, such as 10 vol. solution 
of hydrogen peroxide, or 2 per cent, solution of 
chloretone, and not left in longer than twenty-four 
hours, and replaced if necessary. If bone or ivory 
plugs are at hand, they are less likely to cause 
septic trouble. If gauze is used, perhaps a piece 
of tubing may be introduced to allow nasal res¬ 
piration. The nasal bones heal very rapidly, so 
no time should be lost in reducing any deformity. 

Depressed fractures of the skull .—Unless there is 
some special contra-indication these should in 
adults always be elevated. The inner table tends 
to be more splintered than the outer, and to be 
driven on to or through the meninges. Some time 
ago a boy who had been kicked bn the head by a 
horse was brought into this hospitaL Contrary to 
the usual occurrences, the outer table was broken 
into tiny fragments, and a plate of the irmer 
table larger than air the outer fragments put to¬ 
gether was separated and driven down on to the 
dura mater. After removing the small fragments 
of the outer table, by means of rotation and tilting, 
I managed to withdraw the fragment of inner 
table. After passing a probe round between the 
skull and dura to see that there were no other 
spicules of bone needing removal, the piece of 
inner table was made to lodge outside the opening, 
almost covering it in ; it was held securely in posi¬ 
tion when the scalp was sutured over it. It grew 
into position quite well, and the boy went home 
convalescent, with no sign of a gap in his skull. 

Depressed fractures in babies not infrequently 
get quite well without operation; the bone is forced 
outwards into position by the pressure of the brain 
within. Several cases of this kind have attended 
my out-patient department during the last few 
years. If the bone fails to return to its normal 
position, or nearly so, it should be elevated by an 
instrument passed beneath it, through a trephine 
opening made in the centre of the depressed area. 

February 4th, 1907. 


Messrs. James Nisbet & Co., Ltd., announce 
that they are about to publish a book by J. Bland- 
Sutton, F.RiC.S.Eng., on Gall-stones and Diseases 
of the Bile-ducts. The volume will contain forty- 
seven illustrations. 


Surgery of the Rectum. By Fred C. Wallis, 

B,A., M.D., B.C.Cantab,, F.R.C.S.Eng.; 

Bailli&re, Tindall, and Cox, London. 

In this volume Mr. Wallis treats of the surgery 
of the rectum of the present day in a practical 
and condensed form. The first five chapters 
contain his original views of the cause and treat¬ 
ment of most of the inflammatory affections in 
and around the rectum. These views are gradu¬ 
ally becoming accepted, and . when they are more 
widely known they will facilitate both the dia¬ 
gnosis and treatment in these cases. Mr. Wallis 
describes fully the operation for excision of 
haemorrhoids. His experience of this operation 
is an extensive one, and he differs from most 
recent writers on this subject in that he believes 
it is, under proper surroundings, the best opera¬ 
tion for this malady. The treatment of rectal 
ulceration has not advanced much since his 
original paper, published in 1905; but if his 
clearly reasoned teaching convinces his readers 
that rectal ulceration is not a syphilitic condition, 
he will have achieved something which will be 01 
great help in the future treatment of this insidious 
disease. The author has done wisely, in discuss¬ 
ing the various operations for rectal carcinoma, to 
confine himself to describing those operations 
which are the least complicated and the most 
practical. Mr. Wallis has.succeeded in producing 
a capable and lucid exposition of his practical 
views on the surgery of the rectum, and has 
developed his subject in a manner w r hich is 
neither sketchy nor involved ; his experience as 
Surgeon to St. Mark’s Hospital has enabled him 
to make the last chapter, entitled Diagnosis of 
Rectal Diseases,” a most useful guide for practi¬ 
tioners and students. It is a matter of common 
knowledge that the importance of the surgery of 
the rectum is not recognised by some of the 
teachers in the schools, and it is well known that 
in the out-patient departments a complete exami¬ 
nation of rectal cases by the students is sometimes 
apt to be disregarded ; and when the circumstances 
of the treatment of out-patients are taken into 
consideration, the reason for this condition of 
things is easily understood. It is obviously impor¬ 
tant for a medical man in practice to be skilled in 
the diagnosis and treatment of rectal cases, and 
this book by Mr. Wallis certainly affords an 
opportunity for practitioners to make themselves 
acquainted with the essential points necessary for 
a proper knowledge of diseases of the rectum. 
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v 

Delivered at Guy’s Hospital. 

By W. HALE WHITE, M.D., F.R.C.P., 
Physician and Lecturer on Medicine to the Hospital. 


Gentlemen, —I thought I might give a clinical 
lecture this afternoon about pneumonia, because 
it so happens we have had seven cases of this dis¬ 
ease in one ward only (Miriam Ward) during the 
past three weeks. Well, now, we know that most 
people have pneumococci in their nose and nasal 
pharynx and upper air-passages, for experiments 
undertaken in the surgical wards at the Middlesex 
Hospital showed that 89 per cent, of the people 
in there have these micro-organisms in their air- 
passages. But not many of us, happily, suffer from 
pneumonia, so that there must be additional circum¬ 
stances which lead to persons getting pneumonia. 
You might suggest—and I think it would be very 
reasonable—that what happens when a man gets 
pneumonia is that his resistance becomes lowered, 
so that the organisms which are constantly present 
in his upper air-passages gain access to his circula¬ 
tion, and being carried to his lungs, give him pneu¬ 
monia. That may explain why pneumonia sometimes 
occurs in epidemics, because it might be that an 
epidemic of some disease, such as influenza, lowered 
the’resistance so that the pneumonia would follow. 
For instance, when influenza appeared about twelve 
years ago pneumonia was extremely rife as a compli¬ 
cation. Then you know, as bearing that supposi¬ 
tion out, that pneumonia is very common indeed 
with measles and whooping-cough ; when it breaks 
out in whooping-cough or measles in the ward of a 
children’s hospital it leads to a great many deaths. 

Broncho-pneumonia is, as far as we know, bac- 
teriologically the same disease as ordinary lobar 
pneumonia. But to-day I am only going to tell 
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you about lobar pneumonia, and nobody knows 
why the same micro-organism which in adults pro¬ 
duces lobar pneumonia should in children produce 
broncho-pneumonia. What you have to picture 
to yourselves when thinking about pneumonia is 
that it is a specific disease, just as much so as 
scarlet fever for instance. But the most constant 
and striking fact of this specific disease is a peculiar 
consolidation of the lung, just the same as the most 
striking fact of scarlet fever is a peculiar rash, or of 
enteric fever an ulceration of the intestine, or of 
measles an affection of the skin. Just as in scarlet 
fever, while the skin is most strikingly affected, but 
occasionally you get the ear, or kidney, or throat 
implicated, so in pneumonia, while the lungs are 
most strikingly affected, in many cases you may 
see many other parts affected. You may see 
pneumococci causing pericarditis, endocarditis, co¬ 
litis, or nephritis, and even the joints may be affected 
or the meninges, and you may get abscesses in any 
part of the body. In just the same way that you 
may meet with a scarlatinal throat without any 
rash, so you may get these various parts of the 
body that I have mentioned affected with disease 
as a result of the pneumococcus when having the 
lung affected. I have tried to give you a picture 
of the disease before describing to you these seven 
cases in the wards. 

Now, of the seven cases the diagnosis has been 
easy, so that I do not think that to-day we will turn 
our attention to that. But in all of them except 
one the patient has got well, therefore I think the 
first thing to consider is, to what facts shall you pay 
attention when trying to estimate the prognosis of 
pneumonia ? I do want to take this opportunity 
of reminding you of what I am often telling you, 
that the friends of your patient do not care what is 
the matter with him. It is much the same whether 
we die of bronchitis or pneumonia or anything else. 
Nor do the friends care very much about the treat¬ 
ment ; they leave that to you. But they do very 
much want to know what are the prpspects of the 
patient getting well. That is a department of 
medicine which you should never neglect, because 
it is one upon which you will have most frequently 
to give an opinion when you get into practice. 

Turning back to pneumonia, an important thing 
when trying to estimate the prognosis of a patient 
ill with pneumonia is to remember the age. It is 
a few years ago since I lectured on pneumonia, and 


it so happened that then I went to my case-book 
and took quite at random twelve cases. The last six 
of them happened to be over sixty years of age, and 
five of those died without any complication. There 
are few diseases more fatal in elderly people than 
pneumonia. On the other hand, few diseases do 
better than pneumonia in young people. I took 
from my case-book six consecutive patients who 
all were young. The first was a girl set. 15 years, 
who had acute mania complicating her pneu¬ 
monia. Dr. Savage, who saw her, thought she 
would die, and I must confess I thought so too; 
but she got perfectly well. The next case was 
a lad aet. 20 years, whose temperature was up 
three weeks because he had pericarditis in addition 
to the pneumonia. He got perfectly well. The 
third was a girl aet. 15 years, who coughed up a foul 
empyema as a result of the pneumonia. She got 
well. The next was a girl, set. 10 years, who was 
very ill. She was comatose, with a temperature of 
105° F. She got well. The fifth was a male, aet. 
25 years, who had a double empyema as a result of 
the pneumonia. He got perfectly well. The last 
case was a young man, whose respirations were 
108 with his pneumonia. He got perfectly well. 
So that, you see, we had six people over sixty, 
none of them with any serious complications, and 
of whom five died; and we had six people, all 
young, all of them very severe cases, and every 
one got well. Of course that was quite an excep¬ 
tional contrast to take. I do not mean to say that 
young people never die of pneumonia, but the 
disease has a much more favourable aspect in 
the young. There are six sufferers from pneu¬ 
monia in Miriam Ward at the present time. The 
ages of these are: 5^, 12, 10, 6, 12, and 30 years. 
They are all young people, and I think I can say 
with confidence that we are not anxious in any 
one of those six cases. A seventh case, also young, 
died, and I will allude to his case directly. 

The next point to bear in mind when thinking 
of prognosis in pneumonia does not concern us 
with the cases that we are taking to-day. That 
point is whether the patient is an alcoholic subject. 
There is no disease in which the prognosis is 
rendered more severe by alcoholic habits than 
pneumonia. It seems as though alcohol lowered 
the resistance to the pneumococcus extraordinarily. 
It is quite exceptional to pull an alcoholic subject 
through an attack of severe pneumonia. 
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Now let us turn to the examination of the patient. 
Although pneumonia is a disease of the lungs, re¬ 
member that it hardly ever kills through the lungs. 
The toxin kills through the heart, the heart becomes 
more rapid, the pulse gets weaker, and ultimately 
the patient dies from cessation of the heart’s action, 
so that the pulse becomes a very important factor 
in prognosis. Let us see what the pulse has been 
in our cases. I have jotted them down. Case 25 
is a girl set. 12 years. Her pulse when she came in 
was 160, but it very quickly fell. For instance, 
here we have a pulse of 133 when the temperature 
was at 103° F. As early as the fourth day of illness 
the pulse was down to 108 and on the next day to 
100, and the patient has done very well. Case 23 
illustrates the same point. On the day of admission 
the patient’s pulse was only 108, on the next day it 
was 104, on the third day it was already down 
to 92 and she did perfectly well. Case 22 illus¬ 
trates the &me thing. Her pulse when she came 
in registered 128, and on succeeding days 112, 
102, and 100 respectively. Case 28 illustrates 
the same point. The pulse was rapid when the 
patient was admitted, and by the third day it had 
fallen to 112. I have got notes of the other cases, 
but I think those will be enough to show you how 
the pulse goes with cases that do well. None of 
those cases ever had, after the excitement of the 
first admission, a pulse that gave rise to any anxiety. 
The pulse has been of good volume and slow for 
the temperature, and has not caused any anxiety. 

The next thing I should like to know in trying 
to estimate the prognosis of a case of pneumonia 
would be something about the temperature. I 
cannot now give a lecture on pathology as to the 
meaning of fever, but you know that there is good 
reason for supposing that pyrexia may reasonably 
be regarded as an attempt on the part of the body 
to deal with an infection—indeed, an attempt at 
self-sterilisation. If that is true, then you will say, 
The higher the temperature the better.” Within 
certain limits that is so, and no disease illustrates 
it better than pneumonia. If any of you want an 
interesting subject for a thesis, take the last 100 
cases of pneumonia in the hospital, and group 
them according to temperature and you will find 
that when the temperature is very high, say 106° F., 
then the outlook is bad, because you are getting 
near a point beyond which the temperature in itself 
becomes dangerous. But at a lower temperature 


than that you will find that the group of patients 
with a temperature between 104° and 105° F. do 
better than the group of those whose temperature is 
between 103° and 104° F., and those with a tem¬ 
perature of 102 0 —103° F. do better than those with 
a temperature that is higher. But a patient with 
pneumonia whose temperature is never above ioo° 
F. usually does badly. Of course, what I have just 
said is not universally true, for a slight rise of tem¬ 
perature may mean that the patient is only slightly 
infected. But speaking generally, and allowing for 
mild cases in which a slight rise of temperature indi¬ 
cates slight infection, you will find that, provided the 
temperature is not dangerous, the higher the tem¬ 
perature the better the outlook. 

Showing that the lowness of the temperature 
may indicate that a patient is doing badly, there is 
a child in Isolation Ward who has had pneumonia, 
and its temperature was for days subnormal, and 
is even now under ioo° F. Throughout the whole 
of that child’s illness we have been very depressed 
about it; for it illustrates extremely well that if the 
dose of infection is severe, a low temperature is, 
usually speaking, a bad prognosis, because it shows 
that the body is not attempting to deal with the 
invasion. [This child died shortly after the lecture.] 
As showing that a high temperature may indicate 
a good prognosis, here is a chart giving the tem¬ 
perature of a little boy in Cot 33. He has done 
perfectly well. His temperature has been up to 

1050 F *. 

You will notice in these charts I am showing 
you that very often before the crisis there is 
a preliminary drop in the temperature ; also 
after the crisis has occurred the temperature often 
bounds up again and finally comes down to normal. 
You can only settle which of those drops marks the 
real crisis by looking at the falls of the pulse and 
the respiration. You will observe, for instance, 
in this chart that the pulse and respiration fall more 
with this second drop than with the first, and there¬ 
fore you will regard the second as indicating the 
crisis. Here is another chart so characteristic of 
acute pneumonia that it is fit for a text-book. 

Here is one illustrating a high temperature in a 
patient doing well. The temperature has been up 
to 105° F., and then it has dropped, and the patient 
is convalescing. Here is another case that illus¬ 
trates the point very well. This woman you see 
was also admitted with a temperature of 105° F., and 
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it dropped down to 104° F. Five days after admis¬ 
sion she had her crisis and she has done perfectly 
well. If you look at her chart, you will see that 
she had not such a typical crisis as the one I 
showed you just now. The temperature has taken 
longer to come down. 

Here are two charts which show that the rise of 
temperature is slight, not because the patients are 
very ill, but because they have a slight infection. 
Neither patient has at any time seemed seriously ill. 
Here is the chart of the case from Isolation Ward. 
The temperature was hardly ever above normal and 
yet the child died. You only had to look at the 
child to see it was desperately ill, and the right way 
to interpret that low temperature was that the child 
was not reacting to the infection. 

The next thing that you ought to direct your atten¬ 
tion to in estimating the prognosis of pneumonia 
is leucocytosis, which, in this disease, is an increase 
of the polymorphonuclears. It was thought at one 
time that pneumonia might be benefited by an 
induction of an artificial leucocytosis, but now it 
is agreed that that is not so. In our cases the 
leucocytes were—for Case 22, 30,000 ; for Case 
32, 27,000 ; for Case 28, 40,000; for Case 

25, 28,000; and for Case 33, 24,000. These 
patients are all alive and getting well. The 
interesting thing is that Cases 32 and 25, with 
27,000 and 28,000 leucocytes respectively, are 
both doing well in spite of the fact that they had 
empyema as a complication. Please remember that 
a considerable leucocytosis is of good prognosis. 

Leaving that, I think the next thing I should 
like to know about in a case of pneumonia, apart 
from complication with other diseases, is how cases 
that I had recently seen were doing, for the disease 
varies so much in the mortality in different years. 
In 1895, when influenza was very rife in England, 
the mortality of pneumonia shot up to in some 
institutions the appalling figure of 64 per cent. 
Happily we have seen nothing like that since. 
The same is true of enteric fever. This autumn 
all the cases of enteric fever that I have seen have 
been mild, at other times they have all been very 
severe. With regard to pneumonia, I looked in 
my case book and it so happens that the last 
four cases I have seen recently were patients re¬ 
spectively aet. 74, 50, 61, and 61 years. All 
these four elderly people with pneuftionia got 
well. You will say, “That is a contrast to what you 


told us just now about age.” It is in a sense, 
because I have been able to tell you of several 
elderly people who got well; but it really illustrates 
the fact that in the year 1906, cases of pneumonia 
as a whole are doing well. I need hardly say that 
if, as in 1906, the prognosis of pneumonia in 
elderly people is good so also is the prognosis for 
young subjects ; that is borne out by the way in 
which our cases are doing in the wards. 

Of course it is obvious that if a patient with 
pneumonia has any other disease, such as menin¬ 
gitis, or pericarditis, or endocarditis, or Bright’s 
disease, or tubercle, or diabetes, the prognosis will 
be grave; and, I think, if patients suffering from 
pneumonia do not sleep well, the prognosis is more 
serious than if they do sleep well. If they sweat 
very profusely, as a rule, they are not doing so 
well. I do not mean sweating when the crisis 
comes, but during the whole course of the disease. 
I have a strong suspicion that if pneumonia is 
associated with a diaphragmatic pleurisy the patient 
will not do as well as if it is not. 

Now I want to tell you something about the 
complications, because our cases have illustrated 
them. The case of a child raised the question of 
meningitis. Meningitis may be due to the pneu¬ 
mococcus, it is perfectly true, and therefore it may 
o<^cur as a complication of pneumonia. But it is 
excessively rare. I have seen it when it has been 
associated with general pneumonic infection, and 
when there has been endocarditis as well, but menin¬ 
gitis as the sole complication of pneumonia is, as I 
say, excessively rare. I thought we had a case of 
this kind in a little child in No. 25 bed. This was 
a child who had undoubted pneumonia. Its head 
became very retracted, there was intense double 
optic neuritis. Certainly at the post mortem no 
meningitis was visible to the naked eye. There¬ 
fore we wondered whether the acute pneumonic 
infection could possibly cause the optic neuritis 
without the intervention of meningitis. I cannot 
answer that question. But I do remember, some 
four or five years ago, going a little way out of 
town to see a boy who had an intense headache 
and optic neuritis. It was thought that he had 
cerebral abscess. I was asked to give an opinion 
as to trephining, but I discovered some pneumonia 
and the case got perfectly well without operation. 
With regard to the case of that child in No. 25 bed 
who died, I may say that everybody noticed that 
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the vessels of the spinal pia mater were unduly 
congested, and it is possible that if we had cut 
sections we should have found slight meningitis, 
but it is also possible that the optic neuritis in this 
case was part of the general infection. Dr. Bell 
Walker obtained an abundant cultivation of the 
pneumococcus from the blood of this patient. 

But I may remind you that children are fre¬ 
quently seen to have the head retracted without 
there being any meningitis present. A child with 
a raised temperature is very liable to have its 
head retracted. Over and over again it has 
been suggested at the bed-side that there was 
meningitis accompanying pneumonia because a 
child’s head was retracted or because an adult 
was delirious, and at the post-mortem no evidence 
of meningitis has been found. It is important, if 
the only sign of meningitis is retracted head or 
delirium, to give a very guarded prognosis, because 
neither may be due to meningitis and the patient 
may get perfectly well in either case. I ought to 
remind you that with children pneumonia is some¬ 
times ushered in with a retracted head, and it is 
not uncommon for a child to be admitted with 
supposed meningitis and for the case to turn out 
to be one of pneumonia. 

One of our patients illustrates another point. 
She had swelling in several of her joints—her 
ankles and wrists and knees and elbows. That 
reminds us that the pneumococcus may infect the 
joints. But this particular patient also had an 
empyema, and the pus from the empyema showed 
a pure cultivation of a streptococcus. Therefore 
she was clearly suffering from streptococcal as well 
as pneumococcal infection. Whether she had 
streptococci or the pneumococci in her joints we 
have no means of telling, because the effusion 
quickly became absorbed and the joints are now 
all right, but the case reminds me to tell you some¬ 
thing about joints when affected in pneumonia. 
An infection of the joints is decidedly rare. For 
instance, a collection of fifty-two cases of acute 
arthritis associated with pneumonia showed that 
about 1 per cent, of sufferers from pneumonia 
had the joints affected. In twenty-three of these 
fifty-two cases the joints of the upper limbs alone 
were affected, in eighteen the joints of the lower 
limbs alone, in eleven both the upper and lower. 
The knees were affected in 30 per cent, of the 
cases. The shoulders, the wrists, the sterno-clavi- 


cular joints, the ankles, the hips, the toes, and the 
fingers were affected in the order that I have given 
you. 

Unfortunately, two of our seven cases have de¬ 
veloped an empyema, so that it is a good oppor¬ 
tunity to tell you something about this. Some 
time ago I collected all the cases of pneumonic 
empyema that had occurred in the hospital during 
sixteen years. The years began with 1883 and 
ended with 1898. 

If you divide those sixteen years into two equal 
periods, you find that you have a latter eight years 
in which there were 896 cases of pneumonia, of 
which 4*24 per cent, had an empyema, but from the 
years 1883 to 1890, before influenza appeared, there 
were only 445 cases of pneumonia, with a per¬ 
centage of empyema of only 1*57. If you take up 
many a text-book on medicine fifteen years old, 
you will find no mention of empyema as a com¬ 
plication of pneumonia, for then it was very rare. 
There is also very little doubt that my figures 
understate the cases of empyema following lobar 
pneumonia, because it is not infrequent that by the 
time we see a case of pus in the chest we can no 
longer discover the antecedent pneumonia. The 
pneumococcus is the commonest cause of em¬ 
pyema, and therefore it is very important for you 
to bear it in mind. It is said to be the cause of 
75 per cent, of all the empyemata. 

The most valuable guide in leading you to sus¬ 
pect an empyema as a complication of pneumonia 
is undoubtedly the temperature. If an empyema 
forms, the usual thing is, after the crisis of pneu¬ 
monia has occurred, for the temperature to remain 
about normal for one or two days, and then for it to go 
up again in an oscillating way that is very suggestive 
of pus in the chest, if the patient has previously 
had pneumonia. I have brought and show you a 
temperature-chart of one of the cases which I have 
published in the Guy’s ‘ Reports.’ You see the 
crisis of the pneumonia occurred and the tempera¬ 
ture fell and kept to about normal for two days; it 
then went up in an oscillating fashion and an em¬ 
pyema was opened ; then the temperature fell and 
kept perfectly normal afterwards. It is a very 
curious thing that this should occur, for what I can 
never understand is why, when the pneumococcus 
has infected the pleura and is going to cause an em¬ 
pyema, the crisis should ever occur at all. Nor 
can I understand why—as the pneumonia and the 
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empyema are both due to the pneumococcus— 
when we call the infection pneumonia the tem¬ 
perature keeps up at a uniform level, and when we 
call it an empyema, it goes up and down in a way 
that usually indicates pus. 

In another group of cases there is no pyrexial 
interval between the crisis and the fluctuations of 
the temperature which indicate empyema, so that 
at the time you hope the crisis is going to occur it 
does not. The temperature does not fall; this 
is very suggestive of pus, and you may examine 
the chest and find an empyema. Sometimes it is 
not that an empyema directly follows the pneu¬ 
monia—that is not the reason why the temperature 
does not fall. It may be that the patient has 
some other complication, such as endocarditis. 
But, on the other hand, if a patient suffers from 
one complication of pneumonia he is more likely 
than other people to get other complications. For 
instance, if he has endocarditis he is more likely 
than otherwise he would be to get an empyema. 
It is, however, strange, as the pleura and pericardium 
are close together, that while pericarditis is a fairly 
common complication of pneumonia, it is not 
so common in the patients who have an empyema 
as you might think. Neither of our cases in 
Clinical Ward have developed pericarditis in asso¬ 
ciation with their empyema. 

Some of you may remember that in September 
we had* in Mary Ward a child with a double 
empyema. Considering how common empyemata 
are, it is always a matter of surprise to me that 
double empyemata are so rare. That child inter¬ 
ested so many of us that perhaps it would be well 
if I told you one or two points about double 
empyemata. 

In the first place, they are not, as a rule, difficult 
to diagnose. In the case I have just mentioned 
we found physical signs of fluid at both bases; 
we suspected pus, which was found to be present 
in both chests when we inserted a needle. You 
may hear talk of the simultaneous opening of both 
empyemata. I cannot find any case in which both 
empyemata were opened at the same moment or the 
same hour even.. Several days’ interval has always 
been allowed to intervene between the opening of 
the two empyemata. I can hardly imagine that 
any of you would be so rash as to open both 
empyemata at the same time. As a result of that 
the patient would very probably die on the table. 


As an illustration of what I believe to be the cor¬ 
rect treatment, I might mention a man that I had 
under my care some time ago. We discovered that 
he had a double empyema. We opened one—and 
let me remind you that it is often the best treat¬ 
ment when the patient is under the anaesthetic to 
first slowly aspirate the pus and then to open 
the chest. I have seen a patient drop dead as 
a result of suddenly opening an empyema, because 
such a quantity of pus has gushed out that the pulse 
stopped, no doubt owing to the rapid return of 
the heart, previously pushed over, to its normal 
position. To return to double empyemata. Having 
opened one, later on you should open the other, but 
the whole skill comes in in estimating when you 
I should open the other. Obviously you must not open 
| theother until the lungof the sidefirst operated upon 
| has to some extent recovered itself. By means of 
a probe you can tell whether the lung has recovered 
I itself. When it has come nearly up to the wound 
I you may safely open the other side. You may say, 

| “ All this while the other empyema is increasing?” 

I But there is no need to open it immediately, because 
§ you can aspirate the pus there. You can aspirate 
| the second side two, three, or four times sooner 
than run the risk of giving the patient a dangerous 
double pneumothorax. 

The temperature, I told you, was the chief guide 
to tell whether a patient had an empyema after 
■ pneumonia. Another very valuable guide is, I am 
sure, tenderness. If you will examine a patient 
with empyema carefully, you will .often find just one 
I tender spot. Unfortunately, the empyemata that 
follow upon pneumonia are often very small. I 
I have seen one containing only half a drachm of pus 
j successfully found. Percussion and other auscul¬ 
tatory signs do not help you so much as you might 
j hope in these cases, because the pus is imbedded, 
it may be, in a mass of lymph extending for several 
j inches around it In such cases local tenderness 
I may sometimes guide you to the spot where to put 
j the needle in and find pus. 

| There are few things more difficult in the whole 
of medicine to diagnose than these small empyemata 
following pneumonia. EvCn X rays will not help 
you very much, because of all the thickening 
1 around the pus. You must not be disappointed or 
! surprised if you do not find Small empyemata. 

| I think the wonder is that we find them as often 
J as we do. What are the chances that by putting 
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a needle into the chest we shall accurately hit ! 
off an empyema between the lobes of the lung 
or on the inner surface of the lung or be- j 
tween the lung and the diaphragm? Not long i 
ago I remember a man in John Ward. He had 
signs of pneumonia, and subsequently we felt 
almost sure there was an empyema. The phy¬ 
sical signs got rather more marked as we approached 
the scapula. There is every probability that 
we could have got at the empyema if we could 1 
have put a needle through the scapula. But that 
man left the hospital and ultimately got well. No 
doubt he coughed up his empyema. Another 
illustration of the difficulty of finding a small 
empyema : In one ease some years ago we were 
fortunate enough the first time we put a needle in 
the chest to find an empyema complicating pneu¬ 
monia. We asked a surgeon to open it. Under 
an anaesthetic the surgeon needled that patient 
nearly twenty times before he found pus, showing 
the difficulty of exactly hitting off small empyemata. 

I do not know any royal road to finding them. 
The only thing I know is to take an infinitude of 
pains about it. When you have found an empyema, 
of course the only thing you have to do is to 
open it. 

With regard to that the question has been raised 
—it was raised in Clinical Ward this very week— 
whether empyemata ever get on well as the result 
of simple aspiration. I looked through our records 
in connection with that point, and found that 
several times an empyema has been aspirated in 
the hope that pus would not re-form. But so far 
as I can make out it nearly always does. There¬ 
fore I think that when once found the empyema 
should be opened. Yet I am not perfectly sure, 
because I remember a case of a man with an em¬ 
pyema who would not be operated upon and whose 
chest was aspirated two or three times, and who 
ultimately left the hospital. I wrote to him to find 
out how he was keeping, and he said he was all 
right. I think it is much more likely that he finally 
coughed up an empyema than that the aspiration 
cured him. 

As to the mortality in empyemata, I find that 
among forty-five cases that I collected in this 
hospital 29 per cent. died. That is a much higher 
mortality than the general average, and it is 
accounted for by the fact that we do not get our 
fair proportion of children here as we have very 


few cots, and it is notorious that children bear 
operation for empyemata better than adults. Do 
not be desperately disappbinted if you do not find 
an empyema, for although there is no doubt that, 
if found, it ought to be opened, yet at the same 
time it is a fact that a great many empyemas that 
are coughed up get perfectly well. But occasionally 
when a patient has an empyema that he or she is 
coughing up they get into a thoroughly septic con¬ 
dition, and you feel you must drain the empyema 
in order to save the patient’s life. In a case like 
that it is very difficult by putting a needle in the 
chest to find an empyema because the patient is 
constantly coughing up the pus. Let me advise 4 
you to give such a patient a subcutaneous injection 
of morphia overnight so that he shall sleep for 
many hours. He will not cough up pus during 
sleep, and meantime the pus will collect. Then 
go over the chest carefully, and you will often be 
rewarded by successfully hitting off the pus. 

February II th, 1907. 


The Cerebellar Syndrome in Malaria.— 

G. Pecori finds that dysarthria is a rather common 
symptom in severe cases of malaria,^ especially of 
the estivo-autumnal variety. It often goes with 
symptoms of inco-ordination that are attributable 
to a localised lesion in the cerebellum. In a case 
under his care there was complete inability to 
speak, although cries and moans were continual. 
It was impossible for the patient to sit or stand 
erect; there was midriasis, nystagmus, difficulty of 
muscular movements and in swallowing, and 
general muscular relaxation, with normal sensi¬ 
bility and normal reflexes ; retention of urine and 
faeces was followed by incontinence. After some 
time most of the symptoms disappeared, but 
bradyarthria remained and defect in the pronun¬ 
ciation of the dentals and linguals. After six 
years there was still some dysarthria. The author 
considers that there was a lesion of the cerebellum 
due to a polyencephalitis of infective origin. In a 
case that came to autopsy, in which there was a 
similar syndrome, punctiform haemorrhages were 
found in the white substance of the frontal lobes 
and the grey substance of the cerebellum .—Medical 
Record , vol. lxxi, No. 3. 
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A LECTURE 

ON 

CERTIFIABILITY. 

Delivered at the Polyclinic. 

By CHARLES A. MERCIER, M.D., F.R.C.P., 
F.R.C.S., 

Physician for Mental Diseases at Charing Cross 
Hospital. 


Ladies and Gentlemen, —The subject which I 
am advertised to open to you this evening is “ Cer- 
tifTability. ,> I am bound to tell you, however, that 
the title is a deception and a fraud, because I do 
not know what certiliability is, and doubt very much 
whether anybody else knows. The terms “ certified 
lunatic” and “certifiable” and “certifiably in¬ 
sane,” and so on, are used as if some definite 
meaning was attached to them. But, so far as I 
can make out, that is not the case. There are 
several forms of certificate authorised by the 
Lunacy Acts, and the effects of the certificates are 
very different. A certificate made under the 
Idiots Act of 1886, of itself and without further 
authority, authorises the detention of the person 
who is named in that certificate, and the person 
with regard to whom a certificate is made under 
that Act may therefore, I think, be called certified 
and certifiable. But when we speak of certifying 
we usually refer to a certificate made in the form 
required by the Lunacy Act, the ordinary medical 
certificate that the practitioner has examined the 
patient, and is of opinion that he is of unsound 
mind and a proper person to be detained under 
care and treatment. Now, it is commonly assumed 
that if any medical practitioner is prepared to make 
that certificate with regard to any person that per¬ 
son is certifiable. Well, that may be so. But just 
think a little what the effect of that certificate is. 
The certificate does not authorise the detention of 
a person; it is to convince a magistrate that that 
person is detainable, and the magistrate makes 
the order. It requires two certificates, of course, 
to convince the magistrate. Supposing a certificate 
is made with regard to a patient, and supposing 
another practitioner is called in to see that patient, 
and refuses to make a certificate. Is that patient 
certified ? Is he certifiable ? Suppose two prac¬ 
titioners make certificates, and the magistrate 


refuses to make an order ; is the patient certified ? 
Is he certifiable? I am sure I do not know. 
Then there is the certificate in Form 10—that is 
to say, the certificate which authorises detention of 
a pauper in a workhouse as a lunatic. Now, that 
certificate is valid for fourteen days, and if a cer¬ 
tificate is made with regard to a pauper, and the 
pauper is detained under that certificate for four¬ 
teen days, I suppose that during that fourteen days 
that pauper would be certifiably insane, and would 
be a certified lunatic. At the end of fourteen 
days that certificate has to be validated by a 
magistrate’s order. But supposing the magistrate 
refuses to make the order—what then ? Is the 
patient still a certified lunatic ? Or does he cease 
to be a certified lunatic? The certificate still 
remains, though it is no longer in force. And if 
he ceases to be a certified lunatic, was he ever a 
certified lunatic, or does the refusal of the magis¬ 
trate invalidate that certificate from the time it is 
made? I do not know: I cannot tell you. I 
bring these things forward to show how exceedingly 
vague and uncertain are the terms “certiliability ” 
and “ certifiable,” and “ certified lunatic.” What 
is really meant when it is said that a patient is cer¬ 
tifiable is that he is detainable . That is really 
what is understood by the term. So the subject 
which I am going to bring before you to-night is 
not “ certifiability,” but “ detainability.” When is 
a patient detainable ? Who is detainable ? Why 
should a person of unsound mind be detained ? 
When should a person of unsound mind not be 
detained ? Whom is it imperative, whom is it de¬ 
sirable, whom is it inexpedient to detain ? 

In the first place, then, who is detainable ? Who 
is a person to be detained under care and treat¬ 
ment as a person of unsound mind ? Well, that is 
a question which all will have to face sooner or 
later; everybody has sooner or later a person of 
unsound mind to deal with and to decide the 
question whether he ought to be detained under 
care and treatment or not. What ought to deter¬ 
mine it ? There are several factors. But we may 
lay it down categorically that a person is detainable 
who, from mental unsoundness, is unable to manage 
himself or his affairs capably. We may say that a 
person who is legally detainable, whom it is legally 
possible to detain, it is not always expedient to 
detain. There are plenty of people with regard to 
whom a certificate or order can be obtained and 
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whom it is not expedient to certify. But a person f 
is legally detainable who, from mental unsoundness, i 
is unable to manage his affairs or himself, and I j 
add the word “ capably ” in order to elucidate the | 
matter. It is very often considered, and very often ! 
set before us as a guide by medical men, that a ' 
person is not detainable, and we must not make a 
certificate in regard to him, unless that person has 
a delusion. That is a mistake : it is a complete 
mistake; it leads, sometimes, to most lamentable 
results, and sometimes, also, to the most grotesque 
results. There was a case not long ago in which 
an inquisition in lunacy was held, and it was shown , 
that the subject of that inquisition had a sloping 
platform made up his staircase; that is to say, his | 
stairs were covered in so that, instead of separate j 
steps there was a slope, and that was done in order j 
that he might take his horse upstairs into the | 
drawing-room and show the horse the new wall¬ 
paper which he had had placed upon the wall. 
And the jury found that that person was not of 
unsound mind, and they so found because they 
were told that a person could not be found to be 
insane unless he had a delusion, and no delusion 
could be discovered in this patient. There was 
another man, in whose case I was myself concerned, 
who jumped off the pier at Torquay with all his 
clothes on, at noonday, and did many other absurd 
things. He bought large quantities of articles of 
jewellery and so forth, and gave them away to 
any stranger whom he happened to meet, and he 
bought expensive clocks for the same purpose. 
His whole income amounted to ^200 a year. Yet 
he spent about ^50 on clocks and jewellery, and 
gave them away to anybody. I could not get the ' 
magistrate to make an order to detain that person. 
The magistrate said: “ He has no delusions; I will 
never make an order to detain a person who has 
no delusions, and as there are no delusions he I 
is not insane.” That was a doctrine which once was 
current in courts of law. In the middle of last 
century it was laid down by a very eminent Judge, 
Sir John Nichol, that insanity and delusions are 
convertible terras—that delusion means insanity J 
and insanity means delusion. But that is not the 1 
case. It is no longer the law, and it never was j 
common-sense. The criterion by which you have | 
to judge whether a person can manage himself and I 
his affairs capably is whether he does manage those 
affairs capably. If he does not, you do not need 
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to investigate the condition of his mind, you do 
not need to inquire whether he has a delusion or 
not. All you have to do is to observe his conduct, 
and if he does not conduct himself capably, you 
may take it that he is unable to do so, and is 
detainable on that account. It may be that he 
does not choose to, but that is nothing to do with 
you. You see that he does not conduct his affairs 
capably, and on that ground you may safely, legally, 
and properly make a certificate which results in his 
detention. I say to manage himself and his affairs. 
The two things are not readily distinguishable, 
because whatever a person does—and it is the 
conduct we have to observe—whatever he does 
has reference both to himself and to his affairs. 
But you may legally and properly construe the 
word “ affairs ” in a very large and wide sense. 
It is sometimes considered that affairs refer only 
to a man’s business, and that if a man conducts 
his business capably he is not certifiable or de¬ 
tainable as a lunatic. That is not so. There 
are plenty of people who are quite capable 
of carrying on their businesses, who do, as a 
matter of fact, carry on their businesses capably 
and profitably, so as to bring them in a sufficient 
income to maintain them, and yet who are detain¬ 
able because there are other branches of their 
affairs which they do not manage capably. A 
man’s affairs include all his relations in life, not 
merely his relations to his business; they include 
his relations to his family, and his relations to the 
other citizens around him, to the community, and, 
generally speaking, to every branch and division of 
his conduct. It has been held, and not only by 
the Masters in Lunacy, but by a Judge, and a very 
good Judge, the late Mr. Justice Denman—I was 
present at the trial—that a man who was quite 
capable of pursuing a calling, that of an architect, 
requiring very high intelligence, who had planned 
a church, and was building a church, and had 
conducted the building of that church capably, 
who got out all the specifications and all the quan¬ 
tities, and regulated the building of the church 
down to the minutest detail, was yet insane because 
there was another branch of his affairs which he 
did not manage capably. To wit, he had a mistress 
at another establishment, although he had a wife 
and growing up daughters at home, and it occurred 
to him it would be a very nice arrangement if they 
could all live under the same roof. So he brought 
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his mistress home to live with his wife and family. 
And he could not be made to understand that 
there was anything unusual or improper or un¬ 
desirable in the arrangement. Upon that, he was 
found to be insane. So you see it is not only a 
man’s business which is meant by his affairs; it 
means his conduct in all the relations of life. 
Well, then, if you find any person who, from 
mental unsoundness, is unable to manage his 
affairs in any department, you may legally and 
properly make that person detainable by signing a 
certificate for him. But that which is legal is not 
always expedient, and it is not expedient in every 
case to do that which you legally may do. There 
are certain cases in which it is expedient, there are 
certain cases in which it is imperative, and there 
are certain cases in which it is inexpedient, that an 
insane person should be certified and detained 
under care and treatment, and I will briefly in¬ 
dicate the different classes to you. 

In the first place, when is it expedient ? Well, 
there are two reasons for which we place a person 
under care and treatment by a magistrate’s order. 

I he first is, when we want to obtain control over 
that person’s actions. And that occurs very fre¬ 
quently. But beyond that there is another reason. 
There are lunatics who are placed under care, not 
because we want to obtain control over them, 
because perhaps they may be bedridden, and there 
is no medical reason why we should go out of 
our way to obtain legal control when control can 
be exercised with the greatest ease without any 
legal authorisation; but the law is that a person 
may not, under the provisions of the Lunacy Act, 
for payment take charge of, or receive to board 
and lodge, a lunatic or an alleged lunatic. And, 
therefore, in some cases in which we do not 
desire to obtain control because we have already 
got control over the patient, yet it is expedient 
and necessary to have a certificate and magis¬ 
trate’s order made for him, because we desire to 
place him in charge of someone who, for pay¬ 
ment, takes charge of him and receives him to 
board and lodge. Under those circumstances it 
is necessary, even though control may be obtain¬ 
able in other ways, it is necessary, in order to 
legalise payment, to have a certificate and a deten¬ 
tion order. 

Now, for what medical reasons is control needed 
for a person of unsound mind? Well, there 


are several. There are, at any rate, three. It is 
sometimes considered, not only by medical men, 
but by barristers, who ought to know better, and I 
have heard it stated in a court of law by an eminent 
Q.C. in the late Queen’s reign, that it was not legal 
to place a lunatic under care unless that lunatic 
was dangerous to himself or to others. If that were 
the law, it would be a frightful disaster. Fortu¬ 
nately, it is not the law. We may place under care 
and control any person who is of unsound mind 
and who is a fit person to be placed under care 
and control. T hat is all we have got to certify. 
We have to give our reasons for considering such 
persons insane, but we do not have to give our 
reasons for considering them fit persons to be 
placed under care and control. That is not 
included in the certificate, and, therefore, I may 
as well give you the reasons which should operate 
in your minds to determine you whether it is 
expedient, and whether this person before you is a 
proper person to be placed under care and control. 
Why do we control a man’s actions ? For three 
reasons: first, for the protection of others (and 
that is the sole reason which appears to commend 
itself to the mind of the legislature); and, secondly, 
for the protection of himself. Those are two very 
good reasons, and they are the reasons which are 
usually considered the sole reasons. But there is 
another reason of equal importance to either of them, 
and that is, in order that that person may receive 
skilled treatment, with the view to his recovery- 
There are, then, those three reasons why you 
desire to place a person under control—for the 
protection of others, for the protection of himself, 
and in order that he may receive skilled treatment. 
And although a person is not dangerous to himself 
and not dangerous to others, it is quite justifiable 
and legal and proper to place that person under 
control if there is any sort of prospect that by 
skilled treatment he will obtain benefit. When I 
say that it is proper to place a person under 
control for the protection of himself I mean, not 
only for the protection of his person against 
suicidal acts ; there are other things with regard 
to a man which require protection. It may be 
that his property requires protection against himself. 
There are many insane persons who are incapable 
of managing their property, and many who are 
recklessly extravagant, and who would divest them- 
selves of the whole of their property in a very short 
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time unless control were obtained over them. So 
we have to think, not only of the patient being 
protected against himself, against his suicidal ten- i 
-dencies, but we have to think of the patient’s i 
estate and the protection of that estate from j 
his folly or recklessness, or prodigality. And 
it is, I say, perfectly justifiable to place a j 
person of unsound mind under care, and to | 
deprive him of his liberty, in order to keep him j 
from dissipating his property. Then there is j 
a third matter in which a man requires protection | 
against himself, and that is with regard to his repu- ; 
tation. A person of unsound mind very frequently 
does things, to which he may have been impelled 
by his unsoundness of mind, which bring him into 
disrepute, and it is obviously justifiable to place a 
man of unsound mind under control so as to pre¬ 
vent him from committing indictable offences and 
to prevent him from making an ass of himself— 
from making aconspicuous ass of himself—and thus 
bringing himself into disrepute. And it has hap¬ 
pened to me more than once to hear the reproaches 
of a recovered lunatic, addressed to his friends, at 
not having been placed under care at an earlier 
stage. “ If you were going to place me under 
care why did not you do it before I did so-and- 
so ? ” It is not only justifiable, but it is in the 
very best interests of the patient to do so. Every 
person who is acutely insane is not only a potential 
suicide, he is not only a potential homicide, but he 
is, in the great majority of cases—practically in all 
—potentially a person who is likely to be sexually 
irregular ; that is to say, he is a person likely to 
disregard convention in sexual matters. And very 
often these people become very grossly and ex¬ 
tremely aberrant in sexual affairs. They expose j 
themselves, they will solicit in public, and so forth. 
And it is therefore eminently to the person’s ad¬ 
vantage that he should be taken care of, for he is 
manifestly unable to manage his affairs when he 
does these things. He should be placed under 1 
control to prevent him doing so. So there are ! 
these reasons for placing a person under control 
and care. j 

Then, as I have said, that which is legally cor¬ 
rect is not always expedient. And there are cases 
in which, although it would be quite possible and 
quite legal to place a person under detention, yet 
it is inexpedient to do so. On the other hand, 
there are other cases where it is imperative to do 


so. I will first take the cases in which it is im¬ 
perative. 

It is imperative to place under control every 
person of unsound mind who is acutely insane. 
What do I mean by “ acutely insane ” ? By acutely 
insane I mean that the symptoms at the time are 
intense; not necessarily that they have lasted only a 
short time, but that, whatever the symptoms may 
be, they are intense at that time. Now, there are 
several kinds of insanity ordinarily so named which 
have acute phases. There is acute mania, acute 
melancholia, acute stupor, acute nymphomania, 
and so forth ; all these are distinguished by the 
one attribute of intensity of the symptoms ; the 
symptoms are very intense while they last. And 
the different phases are all interchangeable; that 
is to say, a patient who is to-day acutely melan¬ 
choly may be to-morrow acutely maniacal, and the 
next day or the next week may be acutely stuporous, 
or vice versa. The different forms of acute insanity 
all merge and blend into one another, and they 
are all, in my opinion, the same disease. There is 
no such thing as a clinical entity standing by 
itself as acute mania; there is no such separate 
disease as acute melancholia. There is acute in¬ 
sanity in which mania preponderates, acute insanity 
in which melancholia preponderates, there is acute 
insanity in which mania and melancholia are so 
mingled that you could not say which it is. So I 
put them together and call them acute insanity; 
and I say that in every case of acute insanity it is 
not only justifiable, but it is imperative, that those 
patients should be certified and detained under 
care and treatment. And in the vast majority of 
cases, so overwhelmingly the majority that I can 
scarcely imagine an exception, they should be sent 
to an institution. Especially is this true, of course, 
of suicidal cases. There is one variety of acute 
insanity in which the prominent symptom is a 
craving for suicide; there is a continual effort 
towards self destruction. The patient never for a 
moment has the idea out of his mind, never for ah 
instant ceases to be scheming and contriving means 
of committing suicide. Now, it is quite impossible 
in any ordinary private house to deal with a patient 
of that kind. You cannot, at a moment’s notice, 
alter all the fittings and the fabric of the house, 
take the locks off the doors and put the bolts out¬ 
side, alter the windows, and all that kind of thing, 
to prevent the patient throwing himSelf out or doing 
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himself an injury in any other way. Every such 
case should obviously be sent to a proper institu¬ 
tion at once. 

Of the cases of acute insanity there is one 
particular class — the class of general paralysis. 
General paralysis, in the vast majority of cases, 
begins as acute insanity. Acute insanity is one 
of the stages of general paralysis. Every case of 
general paralysis in the acute stage ought certainly 
to be made detainable. I drop the word u certifiable ” 
and say detainable. And in 999 cases out of 1000 
they ought to be sent to an asylum. I should have 
said in every case were it not that I have one case 
in my mind of a person who became extremely 
exalted, who became extremely busy, who began 
(having previously been a very prudent business 
man) to speculate largely and widely and apparently 
recklessly. His partners became alarmed, and they 
expostulated with him, but he assured them it was 
all right. And he not only speculated largely, but 
he purchased pictures, a subject about which he 
knew nothing, to the limit of his means. He also 
bought extensively in china and jewellery and 
articles of vertu. After this kind of conduct had 
gone on for some weeks or months there was no 
doubt that he was suffering from general paralysis, 
and he was placed under care; and in about two 
and a half years he died. Of course, at his death 
his affairs were wound up, and it was found that 
his investments which he had made during his 
period of excitement were all of the most solid 
and sound description, so that he had really made I 
a large fortune out of them. His pictures had 
been bought with such good judgment that they 
all sold for more than he gave for them, and the 
same was true of his china. And for that reason 
I say 999 cases out of 1000, and not every case. 

The next class of person whom it is imperative 
to place under care in all cases in an institution is 
the class of paranoiacs—that is to say, those persons 
who have delusions of persecution, delusions that 
people are following them about, delusions that 
they are acted upon by occult influences—by 
mesmerism, by electricity, by Rontgen rays, by 
wireless telegraphy; in fact, anything which is 
mysterious, anything which is the last triumph of 
science or the last scientific mystery, is dragged into 
the plot against them. They are the subjects or 
the victims of a widespread plot. Now, all those 
persons are potenially homicides, every one. There 


| is not one who ought to be allowed at large ; they 
are persons whom it is always dangerous to allow 
to be at large. And if you look back and consider 
the number of attacks which have been made upon 
prominent persons during the time that you can 
remember, certainly nine out of ten of them will 
be found to have been made by paranoiacs. For 
these people, in the first place, make complaints. 
They go to the magistrates, and if you watch your 
newspapers you will see every week an application 
by some person to a magistrate to protect him, or 
her, against the machinations of the neighbour 
next door, or of the police, or of some mysterious 
influence which cannot be properly described. 
They first apply to the magistrate, they then write 
to various prominent people, such as to the King 
or to the German Emperor, or to the President of 
the United States, or they write to the last person 
who was most prominently mentioned in the news¬ 
papers—to the leading actor, or football player, or 
to anybody whose name happens to be at the time 
prominently before the public ; and when they 
find, as they always do find, that they get no 
redress in these ways, the next phase is that, in 
their ow r n words—and it is the same form of words 
in every case—they will “ draw attention to their 
case ” by making a murderous assault upon some 
prominent person. It was on such a motive that 
Maclean shot at Queen Victoria, at Windsor; it was 
on this pretext that President Carnot was killed 
And if we go into history we find that it was on a 
similar motive that Henri IV was killed by 
Ravaillac, and that Mr. Terriss, the actor, was 
killed by Prince; it was on such a motive that 
the late Sir George Jessell, Master of the Rolls, 
was fired at in open court by a clergyman who had 
been conducting some unsuccessful litigation, and 
so on. So remember that every case of paranoia 
is a potential case of homicide, and should 
unquestionably be immediately locked up. I 
could state many results of neglecting to carry 
out that duty, for it is a duty. The most striking 
case was that of a man ten or fifteen years ago who 
had rooms at the seaside and was undoubtedly 
a paranoiac. He accumulated in these rooms arms 
and weapons—guns, pistols, swords, and things of 
that kind—and his friends were warned over and 
over again that he was a dangerous lunatic and 
ought to be placed under care; but, with the dis¬ 
like which people have to taking the step of 
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detaining a person under care and treatment, they 
refused to act; the result was that that man went 
down to the street one day and shot down five 
innocent passers by, three of whom he killed on 
the spot and two he severely wounded. In such a 
case as that I maintain that the family of that man, 
who had been warned that he was a dangerous 
lunatic, were responsible for those deaths. I tell 
the case to you in order that it may bring home to 
your minds the extreme importance of detaining 
under care and treatment every person who has 
delusions of persecution. 

There is another class of persons whom it is 
imperative to detain, and those are persons who 
are recklessly extravagant with their money. I 
have already given you the one exceptional case; 
but when a man is becoming insanely extravagant 
with his estate and belongings, and is of unsound 
mind, it is proper, it is justifiable, and in my 
opinion it is imperative, that he should be 
detained under care. 

Then there are the cases which I have already 
mentioned of sexuality, when the person, owing 
to insanity, becomes obscene in conduct, obscene 
in conversation, as many insane people do ; and I 
think that for the protection, not only of the public, 
not only of the persons with whom these people 
come into contact, but for the protection of their 
own reputations, they should be detained under 
care and treatment; and, as I have already told 
you, you may be reproached for not having taken 
that step earlier than you did. 

And lastly, there is the case in which it is 
necessary to regularise payment. Because, never 
forget that it is illegal for payment to take charge 
of, or receive to board or lodge, a lunatic or 
an alleged lunatic. Now, by alleged lunatic is not 
meant a person who has been charged with lunacy, 
but a person who can reasonably be considered a 
lunatic. The term has never been defined in law, 
but you are never safe in taking charge for pay¬ 
ment or in receiving to board and lodge, any 
person with regard to whose sanity there is any 
doubt, unless that person is placed under certifi¬ 
cates and received in a formal way; and so that is 
another case in which it is imperative for these 
proceedings to be taken. 

Then there are cases when it is inexpedient to 
detain persons under care and treatment It is 
inexpedient when the case is mild, when the in¬ 


sanity is subacute, and especially when the patient 
recognises, as he very often does, that his mind is 
disordered, and that it will be advantageous for 
him to place himself under care and treatment; 
and when he offers, or can be persuaded volun¬ 
tarily, to place himself under care, it is not right 
that that person should be placed under a deten¬ 
tion order. 

In the cases of young people we should always 
defer certification as long as possible. The very 
fact that a person has been detained under care 
and treatment, and has been in a lunatic asylum, 
will always tell against him, if it is known, in his 
subsequent career; and it is very expedient in¬ 
deed that young people whose careers are yet to 
be made should be saved from that as long as 
they possibly can be. But here in this matter we 
are, of course, between the devil and the deep sea. 
It is young people especially who are amenable to 
curative methods, and it is young people especially 
whom we desire to cure early and rapidly. There¬ 
fore for that reason it is desirable to get them 
under care as soon as possible. But for the other 
reason I have mentioned—that is to say, for their 
reputation—it is desirable that they should not be 
placed under care until every other method has 
been exhausted. And that consideration leads one 
to desire very much that those houses of detention 
where persons of unsound mind can be received 
without legal formality for a short time should 
come into existence before long. 

Then there is a third class of persons who can 
be treated when they are of unsound mind without 
certificates, and those are persons of unlimited 
means. In every case the question of detainability 
under care is largely a matter of means. There 
are plenty of people, indeed a very large number 
of inmates of pauper asylums, who would not be 
in asylums at all if they were not paupers; it is 
because they have not the means to keep them¬ 
selves at large that they are in asylums. And there 
is also a not inconsiderable contingent of people 
who are well to do, and who are living at large, 
that is to say out of asylums, because they have 
means and are able to maintain themselves; and 
thus, as far as the public is concerned, their 
eccentricities go unregarded. Many insane people 
are very capable, indeed, of looking after their 
pecuniary affairs, although they may be insane in 
other departments of their conduct. There are 
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plenty of well-to-do people who, if they were 
paupers, would be in asylums, and plenty in asy¬ 
lums who, if they were well off, would jnanage to 
scrape along in the outside world without attract¬ 
ing a very great deal of attention. 

So I have endeavoured to put before you, first, 
what is the meaning of certifiability, telling you 
that it has no meaning at all, or, at any rate, no , 
such fixed meaning that we are warranted in using 
the word, and that what we really mean by certifi¬ 
able is detainable. Second, that those persons are 
detainable who are unable, from mental unsound¬ 
ness, to manage themselves and their affairs 
capably; and third, of those persons who are 
detainable there are a certain number whom it is 
inexpedient to detain. It is expedient to detain 
most of the cases because, first, we want to obtain 
control of them, and secondly, we want to regu¬ 
larise payment. And I have pointed out that 
control is needed for the protection of the patient, 
for the protection of the public, and to enable the 
patient to receive skilled treatment. All those con¬ 
siderations justify detention. 

Finally, there are those cases in which detention 
is imperative—acute insanity, general paralysis, j 
paranoia, reckless extravagance, sexuality, and to 1 
regularise payment. But it is inexpedient to detain 
when the case is mild, and the patient willing to 
submit himself to treatment, and when the patient ; 
is young. It is often inexpedient in the case of 
persons of unlimited means, for then you can have j 
most of the advantages of an institution without j 
the legal formalities. 

February I ith, 1907. j 

i 

A MEDICAL CONSULTATION AT j 
ST. BARTHOLOMEW’S HOSPITAL. 

Present: 

Dr. Norman Moore, Dr. Samuel West, Dr. Ormerod, 
Dr. Herringham, Dr. Tooth, Dr. Fletcher, 1 

Dr. Horton-Smith Hartley. 


Dr. Tooth : The patient I wish to ask the 
advice of my colleagues about is a married woman 
aet. 52 years. Her history is, briefly, this : Three 
years ago she had a shivering attack, and on con¬ 
sulting a doctor he said she had a large spleen. 
She has had several attacks and has had six weeks 
•in bed. On getting up she was found to have 


thrombosis of a vein in the left leg—probably the 
femoral. There was much pain and swelling in 
the leg, and the leg still swells when she stands. 
In June last she began to suffer from very severe 
pain in the right foot across the toes. The skin 
was very painful and red. Six weeks ago the pain 
came on again as before, and four weeks ago the 
little toe began to turn black and gangrenous. 
Fourteen days ago the third toe also began to 
change colour. On examination one finds that 
she has a very flushed face, and she says she has 
had that for years. I do not think there is any 
other indication of cyanosis. The heart’s apex is 
in the fifth space and in the nipple line. The first 
sound is reduplicated but there has never been a 
murmur. There is probably, therefore, some en¬ 
largement of the heart. On examining the abdo¬ 
men we find the spleen very much enlarged—in 
fact, to below the umbilical level, and almost to 
the middle line. Occasionally it is tender, but it has 
not been so since she has been under our observa¬ 
tion. On October 23rd it seemed to me that the 
liver was rather more palpable than usual, as if that 
also were enlarged, reaching a considerable way 
down the abdomen, and, I think, tender to palpa¬ 
tion. When we first had her under observation it 
was very difficult to fit all these points together. 
Quite early in our experience of her we had a blood- 
count made, and we found it was 12,000 leucocytes 
and only 4,500,000 reds. That was probably an 
error. There is nothing remarkable about the 
differential count; as far as I am able to judge it 
is normal. However, on October 23rd a very 
different count was obtained: it was 7,500,000 
reds, haemoglobin no per cent., white cells 6500. 
Those are, briefly, the main points in her case. It 
seems to me that these points are of interest in 
connection with her : First, there is a flushed face 
but no distinct cyanosis. Then there is the dry 
gangrene of the toe, which was so intensely painful 
when she came in that she could not bear it or the 
sole of the foot near it to be touched. She is very 
much better now in that respect. Mr. Power was 
asked to see her and he suggested that it was a 
case of Band’s disease, and that that disease had 
in several cases been very much improved by re¬ 
moval of the spleen. On this point I felt that 
I should like the advice of my colleagues. I>r. 
Herringham kindly suggested to me that the case 
corresponded well with those recorded by Parkes 
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Weber in the Royal MedicaL and Chirurgical | 
Society’s ‘ Transactions,’ also in the Clinical 
Society’s ‘Transactions,’under the name of “ poly- 
cythaemic splenomegaly.” In Parkes Weber’s cases 
cyanosis was a prominent symptom, but in this case 
there is only the flushed face. I do not think there 
is any particular rise of arterial tension, but she has 
a displacement of her apex downwards. There is 
no sufficient reason to explain that displacement t 
except that for a time after her coming in she 
had a certain amount of albumen in the urine. 
She does not appear, however, to have any now. j 
Another important point to be noted in connec¬ 
tion with her is the tendency to venous throm- j 
bosis. The condition known as erythromelalgia, i 
which is common in certain other diseases, such | 
as tabes dorsalis, is a very prominent point in 
Parkes Weber’s description, and she has that very 
well marked. I do not know what is the real 
physiology of erythromelalgia, but it looks as if t 
this gangrene of the toe might be a part of the i 
same process. Then there is an enlarged spleen, 
and last of all there is the blood-count, in which . 
we have polycythaemia—that is to say, an increase 
of the red cells over the normal, a large haemo- ; 
globin index, and no affection of the white cells. 

I wish to ask my colleagues, first, as to diagnosis, 
whether they think that is the correct view to take 
of the case, and, secondly, whether they would : 
think it advisable to have anything surgical done. j 
Can they make any suggestions as to treatment 
of the case ? She has had mild doses of arsenic 
and she certainly has improved, though 1 do not 
know whether the arsenic has had anything to do 1 
with that improvement. Parkes Weber says arsenic 
did not do good, but rather harm, in his cases. 
This woman is now taking iodide. 

Dr. Horton-Smith Hartley : When Dr. Tooth 
was away on his holiday and I was on duty for him 
I puzzled long over this case, but could not arrive 
at a satisfactory diagnosis. The gangrene of the 
toes and the enlargement of the spleen I thought I 
were quite separate, and I could not find any 
reason for the splenic enlargement. With the ■ 
increase, however, in the number of red corpuscles , 
which has now come to light, the case would seem j 
to fit into that variety of disease, so-called “ poly- j 
cythaemic splenomegaly,” which has been recently 
described by Dr. Parkes Weber, and in that 
category we must presumably place it. With 


regard to the course taken by such cases I can 
give no opinion, nor do I know whether excision 
of the spleen has been known to benefit them. 

Dr. Fletcher : I agree with Dr. Tooth’s 
diagnosis; it is a typical case of polycythsemia 
associated with an enlarged spleen. I differ from 
him as to the degree of cyanosis. At present she 
seems to have only a slight congestion of the face, 
but she says that on exertion her skin takes on a 
dark-blue colour. I believe that is not uncommon 
in these cases. The only cases I have seen have 
been those shown at the medical societies. With 
regard to the gangrene of the foot, I should like to 
know whether, in Dr. Tooth’s opinion, it is asso¬ 
ciated with erythromelalgia, such as has been 
described in connection with the polycythsemia 
cases, or is due to thrombosis or some abnormal 
condition of the vessels or blood. The gangrene 
is most probably due to the condition which I 
believe was present in the cases which Parkes Weber 
and others have described—namely an increase in 
the viscosity of the blood, which would predispose 
to thrombosis. I know of no form of treatment 
which is of any use. Probably the least advisable 
treatment would be the removal of the spleen. 
X rays have been tried/both here and abroad, 
without any improvement being brought about. 

Dr. Herringham : I think this is a typical 
instance of the advantage of getting a medical 
diagnosis on a medical case. I do not think it is 
Banti’s disease or anything like it, and I think 
these cases are so different from Banti’s disease 
that I can see no possible reason for suggesting 
any operation upon the spleen at all. Banti’s 
disease is a later stage of splenic anaemia; it is a 
condition of splenic anaemia combined with cirrhosis 
of the liver and jaundice. In the spleen in Banti’s 
disease you get fibrosis of the whole of the structures 
of the spleen and cirrhosis of the liver, and no 
alteration in the bone-marrow. In this polycy- 
thaemic cyanosis, as it is called, so far as we know 
them, the post-mortem appearances are exactly the 
opposite—there is no fibrosis of the spleen and no 
cirrhosis of the liver, although the liver is large and 
you can get an alteration in the bone-marrow, 
The two diseases are exactly opposed to one 
another in many respects. As to treatment, I do 
not think anything at all is known. Hitherto there 
have been few cases which have remained under 
observation for any length of time. They have 
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only been distinguished in the last three or four 1 
years, and many of them have gone on, without 
change, in the same sort of condition for a con¬ 
siderable period. I think it is probably quite a 
chronic disease, in which the risk from the patient ; 
being left surgically alone is very much less than 
the risk of operation. There are many observations 
which obviously ought to be made in this case. 
The volume of the blood should be estimated, its 
carbonic acid content, its viscosity, and the blood- 
pressure. 

Dr. Ormerod : I have no personal experience 
of the disease, described by Parkes Weber and 
others, of which it is suggested this case is an ; 
example. I confess I do not see my way to putting 
all the symptoms of this patient together under one 
common cause. I do not know that we are always 
bound to do so. But seeing that Dr. Tooth is 
going to make these detailed observations on the 
case, I want to ask him about some common 
things which have not been mentioned. Is there j 
any alcoholism in the case ? That might account 
for the enlargement of the liver and of the spleen, I 
and of the heart, as well as for the condition of I 
her face, which is not really more than an acne 
rosacea. Or is there any history of gout or of , 
diabetes which might account for the gangrene of 
the toe? With regard to operation I think he 
would be a bold surgeon who would undertake to 
remove a spleen when the patient was suffering 1 
from a gangrene of the toe which may be due to 
arterial disease. 

Dr. West : Putting aside this very rare disease 
which has been discussed, how can one fit in the 
symptoms ? Gangrene of the toes would point to 
some arterial obstruction, and I think the enlarge¬ 
ment of the spleen might be due possibly to some- ! 
thing in the nature of infarcts. The cases of 
erythromelalgia which Dr. Tooth mentioned may 
develop very much the same symptoms ultimately. 

I have had cases under observation which have had 
multiple obstructions, such as would be produced 
by infarcts, and have ultimately died of it. In the 
last case I remember the patient developed peri¬ 
pheral thrombosis followed by gangrene of some of 
the toes. She died of acute brain symptoms, but 
no post mortem was made. So I have been casting 
about for some arterial disease to explain some of 
the symptoms of this case. If arterial disease 
existed, the symptoms would be largely explained. 




l 


I should agree that this is not a case of Band’s dis¬ 
ease. It is a risk to remove the spleen under any 
circumstances, a large number of such patients die 
from haemorrhage, etc., and I think an operation in 
this case would be quite out of place. 

Dr. Norman Moore: I agree it is a case of 
polycythaemia with enlargement of the spleen, and 
that it belongs to the group of cases of which Dr. 
Parkes Weber published a most valuable collection 
with observations of his own in the last volume 
but one of the Royal Medical and Chirurgical 
Society’s ‘Transactions.’ The subject has also 
been treated of about six years ago by Professor 
Osier. Dr. Herringham has suggested many 
observations for Dr. Tooth to make, but among 
them he did not mention the specific gravity of the 
blood. There are two other points which I think 
would be worth knowing in relation to the pub¬ 
lished writings on the subject: one is the condition 
of the vessels in the optic disc, which I observe 
some of the people who have seen cases lay stress 
on, and the other is whether the patient gives a 
tuberculin reaction. I have noticed in a case 
which was observed by Dr. Galloway that the con¬ 
dition of toes did not amount to gangrene, but 
apparently they were very near gangrene. And 
bearing that in mind, I incline to the view that the 
gangrene must be looked upon as a part of the 
general condition and not as a separate or acci¬ 
dental condition. It is a most interesting case. 

Dr. Tooth : I am very much obliged to my 
colleagues for their help and to Dr. Herringham 
for the burdens which he has laid upon me, which 
I hope I shall be able to bear. There is no history 
of alcoholism nor any frank history of gout or 
diabetes. There has been no sugar found in the 
urine. To-day we have had the opportunity of 
seeing two extremely interesting conditions of 
spleen, and I think there is no doubt that advance 
in our knowledge can be made at present only 
along the lines of blood-examination. As the 
matter stands I do not feel justified in allowing an 
operation to be done in this case, and in this 
attitude I am fortified by the opinions of my 
colleagues. 


We have received from Burroughs Wellcome & Co. 
specimens of their “ Tabloid ” Pectoral Pastilles, 
containing ammoniated liquorice, squill, tolu, etc. 
They afford an excellent means of exhibiting 
aromatic, expectorant, demulcent, and sedative 
principles. 
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A CLINICAL LECTURE 

ON THE 

ESSENTIALS OF A DIAGNOSIS. 

Delivered at St. Bartholomew’s Hospital. 

By C. B. LOCKWOOD, F.R.C.S., 
Surgeon to the Hospital. 

Gentlemen, — I do not know who it was, but 
some heartless person said, “ It is pleasant to 
stand upon the shore and watch the mariner 
struggling with the waves,” and I hope you will 
find it pleasant to sit upon those benches and watch 
me struggling with a very difficult problem. How¬ 
ever, I venture to say I shall have a sympathetic 
audience. I propose to lecture to you to-day upon 
the essentials of a diagnosis. It seems to me 
unlikely that you, or I, or anyone else will ever 
make a clinical diagnosis unless before we begin 
the attempt we are perfectly clear in our minds 
as to what we mean by a clinical diagnosis. 
Obviously a correct diagnosis must precede correct 
treatment, and if that could always be achieved 
there would be fewer surgical failures scattered 
about the face of the land. I am not going to 
try and define what I mean by a diagnosis, for 
reasons which will presently be made clear to you. 
Those of you who have read Max Nordau’s book 
on “ Degeneration ” may remember that he dis¬ 
cusses this question of definition in the most 
interesting and amusing way, and at last comes to 
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the conclusion that there are many words which 
we cannot define but which we clearly under¬ 
stand. I belong, as you are already sufficiently 
aware, to the unlearned branch of my profession. 
If you belong to the unlearned you labour under 
grave disadvantages. You cannot resort to the 
memory for wit, or gather original ideas from ancient 
books written in ancient tongues. But I have 
ventured to look into the new Oxford Dictionary 


which is now being edited by Dr. Murray, s|nd which 
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after twenty-one or so years has almost reached 
the letter “ P.” Perhaps I am a little prejudiced 
against the efforts of philologists. I never saw the 
man, I do not know him nor was he a friend of 
mine, who was of opinion that all words originally 
came from the earth, because, he said, words had 
roots, and roots lived in the earth. But the roots 
from which the word “diagnosis” comes do not 
particularly help one in one’s appreciation of its 
meaning—“to tear asunder, or thoroughly apart,” 
indicating that you desire to take something apart. 
I have here Dr. Murray’s definition, which is, that 
a diagnosis is “a determination of the nature of 
a diseased condition, identification of a disease by 
careful investigation of its symptoms and history, 
also an opinion formally stated, resulting from such 
investigations.” But I think I shall make it clear 
to you that whatever definition you may adopt 
there is more than one kind of diagnosis. And, 
further, I think that I can make it perfectly clear 
to you that our ideas of what a diagnosis should 
be are varying from day to day, week to week, 
month to month, and year to year. Indeed, when 
any new method of investigation is discovered 
which renders diseases or injuries more objective, 
so you will find you will have to alter your ideas of 
a diagnosis. I cannot help observing that some 
think that they have diagnosed a case when they 
have labelled it with a name. Perhaps I have told 
you the following incident before : I hope I have, 
because to my mind it is a kind of revelation of 
the mental attitude of many towards disease.* 
Two years ago in the Cobum Ward my attention 
was called to an infant whom I perceived to be 
exceedingly ill, so ill that I thought it could not 
possibly recover. I asked first whose patient it 
was, and I was informed it was under my own 
care. After that I asked what it was suffering 
from, and I was told it was suffering from 
cellulitis of the scalp. And there I am sure 
that that matter would have ended. Those 
who had given the name of “cellulitis of the 
scalp” to that disease were clearly of opinion that 
they had gone far enough. I remarked at once 
that there was no such disease as cellulitis of the 
scalp, and requested to be informed as to what 
the infection was from which the child was suffer¬ 
ing. Afterwards a report came back that in the 
matter from the cuts in the scalp some form of 
* See Clinical Journal, January 24th, 1906, p. 226. 


staphylococcus had been obtained and also the 
bacillus of diphtheria. That child was suffering 
from the effects of diphtheria bacillus in the scalp. 
It was treated with the necessary antitoxin, and 
after a dreadful illness, in which it suffered from 
paralysis of its ocular muscles, and, I believe, of 
some muscles of its limbs and the muscles of 
respiration, it recovered. Perhaps if the nature 
of that infection had been found out a week or ten 
days earlier, and if treatment by means of serum 
had been begun at once, it would not have gone 
through such a perilous illness. Not long after¬ 
wards another child in the same ward was shown 
to me who was said to be suffering from vulvitis. 
Clearly to some minds that was a diagnosis which 
ought to suffice, but again I requested to have 
clear and accurate information as to the infection 
which was causing the vulvitis, and the report came 
back again that the child was suffering from diph¬ 
theria. That child also was treated with the proper 
antitoxins and recovered rather quickly. I should 
say that the disease in the second case was attacked 
at an earlier stage of its progress. Another con¬ 
dition which is often labelled with what is considered 
to be a sufficient name is that ordinary state known 
as gastritis. Not long since we had a patient in 
Lucas Ward who certainly exemplified the peculiar 
mental attitude of some towards disease and their 
lack of appreciation of what a diagnosis should be. 
That patient first came under my notice suffering 
from an attack of rather acute intestinal obstruction. 
In the Midlands she had had her abdomen opened 
for intestinal obstruction, and adhesions had been 
undone, the obstruction had been relieved, and 
she had recovered, but the cause was not sought 
for. Some time after that the same condition super¬ 
vened, the abdomen was again opened, adhesions were 
again undone, and her intestinal obstruction was 
again relieved, and again the cause was not sought 
for. Then again she came under my observation— 
she was not my patient—with another attack of 
intestinal obstruction, which I judged was sub¬ 
siding. I thought that that was not the proper 
time to perform any operation, and I merely 
passed her on to the surgeon to whom she belonged. 
She disappeared from view. However, strangely 
enough, the same patient came under my care with 
another attack of acute intestinal obstruction, with 
which she was very seriously ill, and I then 
became entirely responsible, not only for her then 
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acute condition, but for her future treatment. 
After we had got her over the attack of intestinal 
obstruction I said I would remove the cause of her 
trouble, which was, as I guessed, suppuration of 
both Fallopian tubes. They were removed and 
she got well. However, she again came under my 
care, and I asked, “ Why is this woman in the 
hospital again ? ” And I was informed that she was 
not suffering from her old trouble of intestinal 
obstruction, but from an attack of gastritis. Now, 
gastritis, to my mind, is rather vague, and I could 
not help requesting those who were looking after 
her to diagnose a disease. The usual steps were 
taken to diagnose the cause of her pain after food, 
the tenderness over the region of the stomach, the 
occasional vomiting, and then it was found that a 
test meal did not pass through her pylorus within 
two hours of being given. Next, it was found that 
the test meal did not go through her pylorus after 
a longer interval had elapsed. Then it was found 
that her stomach was very greatly dilated, and 
further, this dilatation could be overcome by pass¬ 
ing an interrupted current through her stomach 
and making it contract. We had yet to find out 
what was the cause of this dilatation of the 
stomach, and perhaps inflammation of the mucous 
membrane lining it, and then it was discovered 
that she was addicted to the abuse of alcohol and 
that she had the condition which everyone is aware 
is a consequence thereof. Cystitis is another word 
which is often supposed to connote disease. It 
used to be thought, and perhaps is still thought, 
to be sufficient to say “ So-and-so, who has a high 
temperature, an accelerated pulse,’ pain over the 
bladder, great frequency of micturition, and pus, 
and perhaps blood in the urine, is suffering from 
cystitis,” and there the matter is often allowed to 
rest. But surely that is not sufficient. The cause 
of the cystitis has to be learnt. Of course it may 
be stone in the bladder, which would be a com¬ 
paratively easy matter. But very often cystitis is 
due to curious, and perhaps as yet not very well 
understood, causes. For instance, I have myself 
of late been brought into contact with a most 
curious form of cystitis, which one labels “ colon 
bacillus cystitis.” In one case a lady had a violent 
attack of cystitis. No cause could be discovered, 
but the urine was examined and found to be 
teeming with colon bacilli. She was treated with 
urinary antiseptics by the mouth, the bladder 


washed out with antiseptics, and ultimately she 
recovered. Again, a man became exceedingly ill, 
with great abdominal pain, located chiefly over the 
region of the bladder; he passed urine perhaps 
every hour; his temperature was 105° F.; he was 
delirious, and obviously suffering from some very 
acute form of inflammation of the bladder. There, 
again, a bacteriological examination of the urine 
showed that the urine was teeming with the colon 
bacillus, and after a very long and serious illness, 
from which it was thought he might die, he ulti¬ 
mately recovered. And so I might go on. I 
might tell you of another case of colon bacillus 
cystitis which I have recently seen, but I want to 
call your attention to this form of colon bacillus 
cystitis, there may be someone here who is eager to 
find some subject for clinical and scientific work, 
and in this I am sure he will find a most interest¬ 
ing and instructive topic. There is a curious thing 
about this colon bacillus cystitis, for the two 
patients of whom I spoke to you were husband 
and wife. And now again the third case, which 
I said I had recently observed, was seen by a 
medical man who was a friend of his, and I have 
just of late heard that the medical man has 
been laid up with an acute and rather severe 
attack of colon bacillus cystitis. It is a curious 
coincidence, at all events, and worth taking into 
account. 

Now as to words which are supposed to connate 
a disease, and which do not. I said there was not 
one form of diagnosis but several kinds. Surely 
there is a kind of diagnosis which, as yet, is a 
purely clinical diagnosis. If I were asked to 
adduce an example of a purely clinical diagnosis 
I think , I should take an ordinary ^ase of syphilis, 
because there you have a period of incubation after 
exposure, which, of course, helps clinically. That 
is what the dictionary means by forming a diagnosis, 
from the history, the history helping in the dia¬ 
gnosis. Then there is, in that disease, the local 
eruption, which may consist of one or many ulcers 
of particular characters, perhaps in places which 
clinical observation has taught us always are 
followed by an outbreak of syphilis. I mean that 
if a person has a venereal sore upon a cutaneous 
surface, it is certain to be followed by an outbreak 
of syphilis. Next, there will be the general lym¬ 
phatic engorgement, and next the general eruption 
of syphilis all over the surface of the body and 
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perhaps upon some of the mucous membranes. 
Next, there may be alopecia, and, above all, the 
syphilitic anaemia. On clinical evidence of that 
sort a very positive diagnosis may be arrived at. 
But I do not know whether your minds have 
observed this, that that diagnosis is lacking in 
important particulars. When I was in charge of 
the venereal wards, it was somewhat a surprise to 
some to be informed that anaemia was an essential 
and invariable attribute of syphilis. We had blood 
counts made of all the patients who were in the 
early stages of syphilis, and we found invariably 
that there was about one million diminution in the 
number of red blood-cells. I do not know whether 
the haemoglobin was estimated, but if so I have no 
doubt it was found to be diminished also. So 
there, to our clinical diagnosis, we have a thread 
of science attached. But more still is wanting to 
make that a proper and complete diagnosis. A 
little while ago a patient came who, on reasonable 
clinical evidence, might have been supposed to 
have had a syphilitic sore in his urethra, where it 
could not easily be seen, and where it did not 
easily make its presence known. I thought I would 
see what the scientists could do to help the clinical 
surgeon on an occasion such as this, and therefore 
I sent on this patient to the bacteriologist and 
asked him to report to me on the presence or 
absence of the Spirochseta pallida. I had his 
report back saying he could not find it. Of course 
if the Spirochaeta pallida could be easily discovered 
it would reduce the diagnosis of syphilis undeV 
difficult circumstances to an easy matter, and it 
would remove it from the list of clinical diagnoses 
and put it into the list of scientific diagnoses, such 
as glanders, or anthrax, or tubercle, or diphtheria. 
So there is such a thing as a purely clinical 
diagnosis. If I had time I think I would adduce 
the diagnosis of an ordinary attack of appendicitis 
as a purely clinical diagnosis. If you listen to all 
that is said about the diagnosis of appendicitis, 
and if you hear the opprobrium which is cast upon 
surgeons for removing healthy appendices, you 
will begin to doubt the value of a purely clinical 
diagnosis. But if on scientific evidence you could 
say to patients, “ You are suffering from ulceration 
of the mucous lining of your appendix,” or “you 
have a constriction at the root of your appendix 
close to the csecura, and the appendix is full of 
septic contents,” he would ask you to remove it at 


once. But until we obtain some more scientific 
method of diagnosing such a disease as appendicitis 
it must be obvious that the diagnosis cannot be 
invariably accurate. However, to those who are 
accustomed to making diagnoses, the diagnosis of 
appendicitis is extremely accurate, even on clinical 
grounds. Perhaps the day will arrive when some 
man of genius will invent some method for bring¬ 
ing the soft tissues of the body within the range of 
our vision, just as the X rays have brought the 
bones into sight. If I were asked to give you an 
example of a diagnosis which is purely scientific, 
I think I should adduce anthrax. Consider the 
condition of a patient who comes with a small 
inflamed place, say upon the face, with this small 
lump acutely inflamed, having upon it vesicles and 
pustules. The surrounding tissues are cedematous 
and the neighbouring lymphatic glands enfctrged. 
It is clear that the inflammation is spreading, that 
it is attended with pain, and that the patient is ill. 
On clinical grounds it would be hard to say that 
this was anthrax, but on scientific grounds a little 
fluid removed from that so-called anthrax pustule 
might, and probably would, show the large square- 
ended bacillus, which would be quite distinctive. 
In addition, if a little of that fliiid were placed in 
the body of a mouse, within forty-eight hours 
certainly it would slay that mouse, and in the 
spleen and blood of that mouse some anthrax 
bacilli would be found. Such a scientific diagnosis 
as that, of course, can be made apart from the 
patient, and the person who makes it need never 
have seen the patient. I need hardly remind you 
that the scientific diagnosis of diphtheria is made 
in this way nearly every day. 

But there is still another kind of diagnosis, I 
venture to say, and that is the kind of diagnosis 
with which you will all your lives be concerned, a 
diagnosis which in the first place is clinical and in 
the second place is scientific; and that I would 
call, for the sake of brevity, a combined diagnosis. 
If what I am telling you is true, what does it 
mean ? The day will never come when it will be 
easy to make a clinical diagnosis—the day will 
never come when the lack of properly trained 
powers of observation can be atoned for by the 
test-tube or the microscope. You will have to 
train your minds in every possible way to learn to 
observe, and think, and make a preliminary 
clinical diagnosis, and you will have to be well 
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educated medical men and know what methods 
of scientific diagnosis can be utilised. 

I said, also, that our ideas or concepts of a 
diagnosis must of necessity be constantly changing. 

I have given you several instances which will have 
conveyed to your minds some idea of the truth of 
this proposition. For instance, take the ordinary 
examination which is made every day of the results 
of injuries, such as fractures, and how our notions 
of them have altered since the X rays were first 
placed in our hands. I can remember the days 
very well when fractures were diagnosed with 
extraordinary certainty and very positively, and 
the unhappy student was in serious trouble if he 
could not divine the guess which the examiner 
had made about something which neither of them ' 
had ever seen. But I observe that many are J 
still unaware that the diagnosis of a fracture j 
is incomplete until a proper examination has been j 
made of it by means of the screen or the photo- ; 
graphic plate. The other day the following hap- j 
pened: A lady was driving; the dog-cart overturned, I 
she was thrown out, the splash board fell on her I 
leg, and the small bone was said to be broken. The ( 
reason that was said was a purely clinical one; 
there was great bruising about the junction of 
the middle and lower third of the fibula. Next, 
pressure upon the fibula high up caused con¬ 
siderable pain where the bruising was ; therefore 
it was concluded the fibula must be broken at that j 
spot. At the end of three weeks she was no 
better. She, being an intelligent person, had begun 
to have doubts as to the diagnosis, and asked to 
have the leg photographed. She was told it was 
unnecessary; so she came up to town, and had not 
been there many hours before the screen showed 
there was no fracture of the small bone of the leg. 
In a few hours a photographic plate also showed 
there was no break. Now, I venture to think that 
is not creditable. Surely educated medical men 1 
ought by this time to have thought the problem 
out and to have been sure that an essential part 
of the diagnosis of a fracture is a proper X-ray 
photograph. 

I might give many instances of the influence of 
new inventions upon our ideas of a diagnosis. 
The bladder endoscope has done a great deal; it 
has almost revolutionised bladder surgery. The 
bladder endoscope is a long step towards the 
diagnosis of some forms of cystitis. I remember 


an unfortunate student of this hospital who ulti¬ 
mately succumbed to genito-urinary tuberculosis. 
His disease was examined endoscopically because 
he had cystitis. His urine had been examined 
over and over again by a bacteriologist who had 
failed to discover tubercle bacilli in it, and there¬ 
fore it was supposed that his cystitis could not be 
tuberculous. However, with the aid of the endo¬ 
scope tubercles were seen in his bladder. Tubercle 
bacilli were not seen in his urine because the 
tubercles were not yet softened, and so no bacilli 
had passed into the urine. Later on he got most 
acute and severe tuberculous ulcers of his bladder, 
tubercle of the prostate, and tubercle of the vesiculae 
seminales, and ultimately of his kidneys, and died 
of this dreadful, and I venture to say preventable, 
disease. 

Another instrument of precision which has 
altered our views very much, or ought to have so 
done, is the separator. There are various forms of 
separators to separate the urine of the kidneys. 
We had a most instructive example of the value of 
that a little while ago, because a patient was sent 
up with a diagnosis of stone in her left kidney. 
The stone was said to be in her left kidney, and I 
think anybody would have accepted that diagnosis 
as being correct, because her left kidney was 
enlarged and very tender ; but if she had stone in 
her left kidney it seemed to me to be important to 
know, not only what was going on in her left 
kidney, but also whether her right kidney was 
competent to carry her through such a severe 
operation as nephrolithotomy. An X-ray photo¬ 
graph was made, and that revealed the fact that 
she had a stone in the left kidney and also a very 
large one in the right kidney. Therefore this was 
the position of things : stones had to be removed 
from both kidneys. And if so, both at the same 
time? Or if one, which one? We proceeded in 
the following way with this new aid to diagnosis : 
We passed a Luy’s separator and found the urine 
which was coming from the left kidney was merely 
a thin, watery fluid with only a bare trace of urea 
in it, so it was clear that the left kidney was hardly 
working at all, but the right was excreting urine 
with plenty of urea in it. Our course was clear as 
to which kidney to operate on. I removed as 
rapidly as I possibly could a stone from the left 
kidney. No special efforts were made to tie small 
vessels or to close the wound. In about a quarter 
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of an hour the patient was taken from the theatre 
and put back to bed. She got over that crisis, and 
afterwards came back to have the stone removed 
from her right kidney. You are aware that an 
operation upon any kidney may make it strike 
work and cease to secrete urea. So if her left 
kidney had not begun to excrete then it was very 
perilous to operate upon the right. Under such 
circumstances it might have been better surgery to 
have left the stone in the right kidney. However, 
after again passing the separator we found the left 
kidney had begun to function again and was pass¬ 
ing a reasonable quantity of urine, and in that 
urine a reasonable quantity of urea, and so we 
proceeded to remove the stone from the right 
kidney, and she got well. I venture to present 
this to you as a very excellent example of the 
influence of new methods of diagnosis upon your 
ideas of what a diagnosis should be. 

Now, what conclusion may be drawn from the 
various examples that I have given you of inflam¬ 
mation of the scalp, inflammation of the vulva, 
and, we will say, of the bladder? I think the 
conclusion is this, that you may lay it down as an 
axiom that the diagnosis of an infective condition is 
not a diagnosis until you know what that infection 
is. That means a great deal. It means that we 
are brought in contact with an inflamed condition 
due to an infection: not only have we to proceed on 
clinical lines to determine what organ is inflamed 
and to what extent, but we have to determine what 
the cause of that inflammation is; and that means 
rather a difficult, perhaps a prolonged and extensive, 
line of investigation. And I cannot help remem¬ 
bering that not infrequently when I have ventured 
to argue that this was right I have been met with 
the argument that these things are impossible in 
practice. But I put it to you, gentlemen, if you 
think they are right you know they are not impos¬ 
sible. There are excellent clinical laboratories now 
springing up in all parts of this great city, and, 
indeed, in all parts of the country, and so it is not 
impossible. It may be troublesome, and it may 
be expensive, but surely if you, after thinking over 
the matter, have made up your minds that it is 
right, I am quite sure you will carry it out. I 
trust I have made myself clear, but I have been 
attempting what, to an individual like myself, is 
particularly difficult, and that is to discuss the 
meaning of a medical term. 

February i8M, 1907. 
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Ladies and Gentlemen, —I thought I could not 
do better in this lecture than direct your attention 
to a subject which is of the very greatest import¬ 
ance in practice—namely the diagnosis of preg¬ 
nancy. There is perhaps no department of practice 
in which an error may be attended with such dis¬ 
astrous consequences, not only to the medical 
practitioner but to the patient, as in the deter¬ 
mination of the existence of a gravid uterus. For 
if you tell a patient in whom pregnancy is impos¬ 
sible that she is pregnant, you may find that you 
will have an action for libel brought against you, 
while, on the other hand, if you tell a patient she 
is not pregnant, and the birth of a child settles the 
diagnosis, you will be held up to ridicule for all 
time. In considering this subject, then, it is 
useful to separate it into two main divisions, the 
first being the diagnosis of pregnancy in the early 
months, and the second the diagnosis of preg¬ 
nancy in the later months. In the later months 
the diagnosis is arrived at through discovering 
the presence of the foetus in utero. In the early 
months you have to rely entirely on the changes 
produced in the genital organs as a result of con¬ 
ception. 

We shall first go over shortly the changes which 
are produced in the genital organs. When a 
patient comes to you in whom pregnancy is sus¬ 
pected, you must make a thorough and systematic 
examination, beginning with the breasts, and then 
going on to examine the abdomen, and lastly 
making a thorough bimanual examination. Most 
mistakes in the diagnosis of pregnancy are made 
through careless examinations, through lack of 
system in examination. If in every case which 
comes to you you examine the breasts, then the 
abdomen, and then make a careful bimanual 
examination, you will find you will be able, in 
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the majority of cases, to arrive at a correct dia¬ 
gnosis. First, then, with regard to examination of the 
breasts. Breast signs are of great importance in a 
first pregnancy, and as a rule they are well marked. 
In multiparous women the breast signs may be 
absent, or they may be so slight as to be almost 
unrecognisable. The signs which you make out 
in the breast of a pregnant woman are, first of all, 
enlargement, then hardening, then the develop¬ 
ment of superficial veins, then pigmentation around 
the nipple (which is always most marked in women 
with a dark complexion), and the development of 
what is called a secondary areola; and, further, 
the increased prominence of what are called 
Montgomery’s tubercles. You have, then, around 
the nipple a primary areola which is very dark in 
people of dark complexion. Studded in this pri¬ 
mary areola are what are called Montgomery’s 
tubercles, which are really sebaceous glands, the 
breast itself being a modified sebaceous gland. 
Outside the primary areola you have developed the 
secondary areola, which gives an appearance 
similar to that which would be produced by some¬ 
thing being spilled on the dark stain, so as to make 
it lighter at different parts. This secondary areola 
may be so marked in some patients as to cover 
the whole breast, but that is quite exceptional. 
These breast signs are of importance in a first 
pregnancy, but may be entirely absent in subse¬ 
quent pregnancies, or at all events they may be 
so slight as to be unrecognisable. 

Now to come to the abdominal examination. 
If the patient’s abdominal walls are thin you can 
frequently make out quite slight degrees of uterine 
enlargement, but your chief guide in the diagnosis 
of early pregnancy must of necessity be the infor¬ 
mation which you obtain from a bimanual exami¬ 
nation. In conducting this bimanual examination 
first of all inspect the vulva, and in inspecting the 
vulva note the presence or absence of blue dis¬ 
coloration. That is a most important sign of 
pregnancy, and one which you should always look 
for. It is most marked around the urethral orifice 
and just at the entrance to the vagina. This blue 
discoloration may be absent in a first preg¬ 
nancy, and it may be present as a result of a 
chronic venous engorgement in a woman who has 
had several children, although she may not be 
pregnant. This blue discoloration may be seen 
to a certain extent in association with large fibroid 


tumours, large ovarian tumours, or in hepatic, 
pulmonary, or cardiac disease. But these, of 
course, are quite exceptional instances. 

Passing from the local inspection of the vulva, 
you examine per vaginam, and you note the 
increased softness of the vaginal walls, and the 
increased moisture due to the denudation of 
the epithelium lining the vaginal canal, and 
increased moisture from the cervix. Passing 
upwards, examine the vaginal portion of the 
cervix. This, as you know, is described as being 
soft during pregnancy. But there are many con¬ 
ditions which soften the cervix, and markedly so. 
These are : the presence of a fibroid in the uterus, 
the presence of pelvic inflammation, the presence 
of chronic metritis, and also if the uterus be 
slightly prolapsed. Thus softening of the cervix 
alone is not a sure sign of pregnancy. You can 
do more in your examination of the cervix: you 
can look at it through the speculum. And in so 
doing you will find the blue discoloration well 
marked and the mucous membrane bluish - red. 
If there has been a pre-existing erosion, that 
becomes of a deep bluish-red colour. After 
having satisfied yourself of the condition of the 
cervix, you proceed to examine the uterus, and 
estimate its size and consistence. First, as to the 
size of the uterus. When the uterus enlarges, as 
a consequence of the growth of the impregnated 
ovum within its cavity, the first enlargement which 
occurs is in the transverse diameter, owing to 
thickening of the lateral walls. Later, as the ovum 
increases in growth, it separates the anterior and 
posterior walls, and so you have the increased 
antero-posterior measurement added to the in¬ 
creased transverse measurement, which gives yqu 
the globular outline that you see in the second or 
third month of pregnancy. Remember, then, this 
increased transverse measurement in early preg¬ 
nancy, which will frequently enable you to diagnose 
a case at a very early stage. The next point in 
your examination is to make out the consistence 
of the uterus. This is a part of gynaecological 
diagnosis which is not sufficiently well taught. 
You have to educate your fingers so that you can 
thoroughly appreciate the varieties of consistence 
which are met with in the substance of the uterus 
during health and disease, to get a good impression 
of what is regarded as the normal consistency of 
an unimpregnated uterus, of a uterus associated 
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with pregnancy, and also the consistence of a consistence affects the cervix and the lower uterine 
uterus affected with chronic metritis or with a segment of the body of the uterus, and the fact 
myoma growing in its substance. Once you have that the ovum is growing in the upper part of the 
educated your fingers to differentiate the feel of uterus and that the cervix is not so much softened 
the uterus in these conditions, you will find that as the lower uterine segment gives rise, on exami- 
the diagnosis of pregnancy becomes much easier, nation, to what is called Hegar’s sign (Fig. i). 
An unimpregnated uterus is firm and difficult to That is a sign which you should all practise. 



Fig. i. —Drawing to illustrate Hegar’s sign. a. Abdominal wall. b. Symphysis pubis in section, c. Uterine 
wall. D. Cervix, e. Vagina, f. Rectum, g. Bladder. The fingers are seen almost to meet at the level of 
the lower uterine segment below the globular uterine body containing the growing ovum. 


indent with the finger : it is somewhat like a piece because if you once appreciate it you will find it 
of rubber. During pregnancy the uterus becomes very helpful in the diagnosis of pregnancy. It is 
doughy, you can indent it, but the indentations elicited with the external hand on the abdomen 
rapidly disappear. On the other hand, a uterus and the internal fingers in the vagina, and as you 
which is involved in the later stages of chronic , press up the internal fingers they almost meet 
metritis is so firm that indentation is practically i those of the external hand at the level of the lower 
impossible, and hence the term “ fibrotic uterus ” ! uterine segment, the reason being that at this level 
has been applied to that condition. This altered ' the uterus is exceedingly soft, and the two walls 
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can be squeezed into apposition, whereas the 
globular portion of the body contains an ovum, and 
the vaginal portion of the cervix is not so much 
softened as is the lower uterine segment. As I 
have said, Hegar’s sign is a most important aid in 
the diagnosis of pregnancy, and I should add that 
its importance is greatest in the diagnosis of preg¬ 
nancy where the foetus is dead, which is sometimes 
a very difficult problem. It is also valuable in 
diagnosing a case in which there are retained i 
products after a miscarriage. 

In the later stages of pregnancy, where there is 
a foetus of considerable size developing in utero , 
the problem is rather an easier one. Abdo¬ 
minal examination should reveal the presence of 
the foetal parts; you should be able to feel the 
head or the limbs. Then you may listen for 
foetal movements with the stethoscope. These 
movements can be heard from the fourth month 
onwards. You should also listen for the foetal 
heart, which is audible from the commencement 
of the sixth month, and, lastly, listen for the 
uterine souffle. Those points are all so well 
described in the books that we need not detain 
ourselves over them now. 

I shall now go over with you the clinical features 
of certain cases which have been sent to me from 
time to time under the impression that pregnancy 
existed in order to indicate to you the common 
mistakes which are made in diagnosis. First, 
then, as to differential diagnosis in the early 
months. The great difficulty exists in distinguish¬ 
ing cases of chronic metritis from early cases of 
pregnancy. Now, if you will remember the fol¬ 
lowing distinctions you will be considerably assisted 
in the diagnosis. In chronic metritis there is a 
uniform enlargement of the uterus, but there is 
little or no softening or doughy consistence. In | 
chronic metritis you cannot make out Hegar’s sign. ! 
In chronic metritis, instead of amenorrhoea, there 
are frequently irregular haemorrhages or regular pro¬ 
fuse menstruation. And in chronic metritis cases, 
especially at first, there may be a certain amount 
of tenderness on examination. The great help in 
these cases is to make out the presence of Hegar’s 
sign. This latter sign you cannot make out in 
chronic metritis cases. The other set of cases 
which are difficult are those in which the foetus is 
dead or dying. There is, probably, no problem in 
pelvic diagnosis which gives so much trouble as 


an early pregnancy associated with a dead foetus. 
The patient expects you to tell her whether she is 
pregnant, and, secondly, if she is going to mis¬ 
carry. In these cases you will find very great help 
from Hegar’s sign. If you get that sign, the patient 
is pregnant. I will tell you of an instance which 
occurred to me some time ago. A medical friend 
brought a lady to me who wished to know if 
she was pregnant. If pregnancy existed she was 
going to remain in this country ; if not, she was 
going abroad. As you know, in connection with 
pregnancy histories are notoriously unreliable, and 
my impression was that this patient did her best 
to misguide me. She said she had missed one 
period, but thought that pregnancy could hardly 
be possible, and that after missing this period 
menstruation recurred. I have said nothing about 
history in my remarks so far because I believe you 
should make your physical examination first and 
hear the history afterwards. I examined and I 
obtained Hegar’s sign, and I gave it as my opinion 
that she was pregnant. She went home, and I had 
a letter from her doctor to say that her period 
had recurred at the usual time and he thought I 
was wrong. Next month I had another letter 
saying that her period had again recurred and he 
was quite sure I was wrong. A fortnight later I 
had a letter to say he was called up in the night 
and found a four months foetus in the patient’s 
bed. Now, if I had been wrong in that case I 
should not have been so dogmatic about Hegar’s 
sign as I am; it was finding Hegar’s sign so well 
marked in that patient, who had thin abdominal 
walls, that made me feel fairly certain that I was 
dealing with a pregnancy in which the foetus would 
probably be cast off, because you know in these 
cases there is often bleeding occurring at the time 
corresponding to the usual period, or irregular 
haembrrhage. 

Now, the other type of cases which are fre¬ 
quently sent in mistake for pregnancy are patients 
with ovarian tumour^. Recently a friend of mine 
told me he had a patient, a young woman, aet. 25 
years, who, he was quite certain, had an ovarian 
cyst. I asked him before I had seen the patient if 
he was sure she was not pregnant. He had been 
informed that pregnancy was impossible, and that 
her periods were regular. She came to me and 
told me the same story. I examined her in the 
way I have described, and I found her breasts 
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enlarged and hard; she had a well-marked second¬ 
ary areola, and fluid could be expressed from the 
nipples. On examining the abdomen I found she 
had a central tumour, which exhibited rhythmical 
contractions on rubbing it with the hand, which, 
by the way, is one of the most important indica¬ 
tions of pregnancy, and on examining the tumour 
with the stethoscope the foetal heart was heard, as 
well as a well-marked uterine souffle. I made a 
local inspection and there was deep blue dis¬ 


had “ given themselves away ” by stating very 
definitely that the patient had a tumour and was 
not pregnant, so when you are in doubt say 
nothing. Histories, as I have already said, are 
notoriously fallacious in this regard. One of the 
most perfect liars I have ever met was a patient 
who was admitted into the hospital and who pro- 
j tested that her periods were absolutely regular, 
that pregnancy could not possibly have occurred, 
I and that she desired to have an operation for an 


Fig. 2 . —Drawing to illustrate anteflexion of the uterus at the fifth month of pregnancy, a. Abdominal 
wall. b. Symphysis pubis in section, c. Uterine wall. D. Cervix, e. Vagina, f. Rectum, g. Bladder. 
It will be seen that when the flexion is undone Hegar’s sign can be elicited and the entire tumour 
proved to be uterine. 



coloration at the orifice of the vulva and around 
the urethra, and on examination the vaginal wall 
was found to be soft, and there was increased 
moisture, the cervix was soft and it was running 
into the central tumour, which was felt by the 
abdomen. Moreover, on pressing with the fingers 
the foetal head could be felt. I replied, giving the 
points 1, 2, 3, 4, 5, etc., in favour of pregnancy. A 
fortnight after that I had another patient sent to 
me by a medical friend to have an ovarian tumour 
removed, and on examination she was found to be 
pregnant. Unfortunately, both those gentlemen 


abdominal tumour. It was true she had an abdo¬ 
minal tumour, and a very large one, for she was 
almost commencing labour. When she was told 
the diagnosis and that her history was unreliable, 
she, in a flood of tears, made a full confession of 
her sins. I only repeat these stories in order to 
impress upon you how unreliable a history of 
pregnancy often is, and that you must rely upon 
your physical examination and not upon what the 
patient tells you. Although these two cases were 
simple enough, it is not always an easy matter to 
diagnose between ovarian cyst and pregnancy. 
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First of all, as to the mistakes made in the early pelvis being occupied by a cystic swelling, which 
months through well-marked anteflexion of the was closely connected with the uterus (Fig. 3). 
pregnant uterus (Fig. 2). A patient will come to She was a difficult patient to examine, and I was 
you pregnant say four and a half to five months not sure about my diagnosis, so I recommended 
with the uterus bent forward, and you are apt to that she should be examined under anaesthesia, 
mistake the cervix for the entire uterus, and to This was not done. She went to another specialist 
conclude that the enlarged body is a tumour. In and he opened the abdomen and found a pregnant 
such cases it is most useful to prtess up the fundus uterus. These cases, if you ever come across them, 
of the uterus so as to undo the flexion, and then you will find exceedingly puzzling, because they 
try to elicit Hegar’s sign, and if you succeed you closely simulate the conditions found associated 
may be fairly certain that the patient is pregnant, with broad ligament cysts, where there is a cystic 
If you fail to undo the flexion you must press mass on one side of the pelvis, and the cervix, if 
down by the side of the uterus and trace how the j at all elongated, you take to be the whole of the 
cervix runs into the uterine body. If still in ! uterus pushed on one side. To avoid mistakes in 



Fig. 3.—Diagram to illustrate irregular growth of the pregnant uterus, c. Uterine wall. 

D. Cervix. E. Vagina. 


doubt, by examination per rectum you can palpate 
a much larger surface of the uterus than per 
vaginam , and this should serve to enable you to 
decide; still, the diagnosis may be very difficult, 
and many patients are sent for operation who 
possess anteflexed pregnant uteri. 

I will tell you of another set of cases which may 
cause difficulty. They are examples of irregular 
growth of the pregnant uterus. Remember that 
the pregnant uterus does not always enlarge 
regularly; it sometimes enlarges at one side in 
the early months, and an example of this was 
brought to me some years ago. The patient was 
very dogmatic that she could not be pregnant. I 
examined her and found the cervix pushed over to 
the left side of the pelvis, the right side of the 


these cases you should trace up the cervix and its 
continuity into the body of the uterus, and if still 
in doubt examine per rectum. If still in doubt 
always examine under an anaesthetic before sug¬ 
gesting an operation. There is another type of 
case over which mistakes frequently occur—that is, 
the condition which may be termed the cyst-like 
pregnant uterus, for which many women have had 
an abdominal section on the supposition that they 
had an ovarian tumour. You know that in many 
women the thickness of the uterine wall varies 
considerably; in some it seems to be quite thick 
and in others very thin : and given one of those 
cases where the wall is thin and the liquor amnii 
excessive you get an exact imitation of the condi¬ 


tions found in ovarian cyst. In such a case you 
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should determine first of all the presence of rhyth¬ 
mical contractions. When a patient comes to you 
with a swelling like that simply place your hand 
on the abdomen, keep working it over the swelling, 
and if it is a pregnant uterus it will harden up under 
your hand. Mr. Lawson Tait used to say that rhyth¬ 
mical contractions were the most certain sign of 
pregnancy ; but, unfortunately, you can sometimes 
get them in broad ligament tumours, although 
never well marked. The other sign which you 
should elicit is ballottement. You push up the 
lower portion of the foetus with your fingers, and 
after an interval it returns to its former position. 
If you can elicit those two signs you are dealing 
with a pregnant uterus. You are frequently unable 
to hear any foetal heart sounds, and in some cases 
you may have a foetal monster in utero . These are 
the cases which, above all others, are in practice 
mistaken for ovarian tumours. 

The next most common condition over which 
mistakes occur in diagnosis is spurious pregnancy, 
pseudocyesis as it is called. It is a condition 
which is very common in unmarried women who 
have run the risk of becoming pregnant, in women 
shortly after marriage, in sterile women, and in 
women at and after the menopause, both sterile 
women and those who have borne children. Some 
.of the cases have led to complications through 
women having engaged nurses and doctors to 
attend them when they were not really pregnant. 
Cases of this kind should never trouble you, because 
on examination you will find a hard, elastic uterus 
which is not enlarged, and if you are in doubt it 
is far better for you to examine the patient under 
an anaesthetic than to give a wrong opinion. 

The other condition which is frequently mis¬ 
taken for pregnancy is phantom tumour. Phantom 
tumours are difficult to understand, and there has 
been no good explanation given as to how they 
arise. The most reasonable idea is that the patient’s 
diaphragm is fixed in a position of descent, which 
pushes downwards and forwards the abdominal 
contents, and respiration is carried on by the ribs 
entirely. You know that women have better costal 
respiration than men, and hence you find phantom 
tumours very rare in the male sex. In such a case 
on examination you find the uterus not enlarged, 
it is firm, and if you are still in doubt you must 
administer chloroform to enable you to clear up 
the diagnosis. 

In addition to spurious pregnancy, there is 
another condition, and of this a good example 
was sent to me some time ago, where mistakes 
can occur with patients near the menopause either 
in imagining that they are pregnant or that they 
are not pregnant. Two patients came to me at 


about the same time, one who had been married 
ten years and was near the menopause, and whose 
own doctor thought she must have a tumour. I 
examined her and found that the tumour was a 
pregnant uterus. She had been married ten years, 
was near the menopause, and yet she became 
pregnant. Now, that of course was a case which 
might have led to a good deal of trouble in 
diagnosis, but the signs of pregnancy were fairly 
well marked, and careful examination detected 
them. Another patient was sent under the im¬ 
pression that she had a tumour, whereas the 
trouble was due to increased omental fat. Cases 
in which there is an increased deposit of fat at the 
time approaching the menopause are frequently 
sent up as being uterine or ovarian tumours. 
Here, too, examination reveals the fact that the 
uterus is firm and not enlarged, and the fat in 
the omentum may be palpated. If there be any 
difficulty in diagnosis, you should examine under 
anaesthesia. 

Another condition which is mistaken for preg¬ 
nancy is fibroid tumour. If these tumours are 
large in size, they should not give you much 
trouble. As a rule the patients have increased 
menstrual loss. When you examine the tumour 
you find it to be firm (unless it is fibro-cystic) and 
that there are no rhythmic contractions. You hear 
a well-marked uterine souffle, but you never hear a 
foetal heart, and there are no changes in the vulva, 
such as blueness, and no increased softening of 
the cervix—at all events, it is only slight in amount 
if you ever get it. In the early stages a fibroid 
may give rise to some trouble in the matter of 
differentiation between it and pregnancy in which 
the foetus is dead, and it may also give rise to an 
imitation of Hegar’s sign (Fig. 4). If you have a 
fibroid in the fundus of the uterus and a long 
narrow cervix, you get a close imitation of Hegar’s 
sign, for on palpating the uterus in the direction I 
show you, you can make the external hand and the 
internal fingers almost meet. When you come to 
palpate the uterus between your hands, to palpate 
over the entire surface of the uterus, you will find 
at once an altered consistence; there will be felt 
the firm resistance of the fibroid, although you 
may make out softer parts due to the presence of 
normal muscle. In such cases you obtain a history 
that the patient is menstruating profusely or that 
she suffers from irregular haemorrhage. A history 
of monthly blood loss or irregular haemorrhage 
may be met with in pregnancy where the foetus is 
dead, and in doubtful cases you should wait four 
weeks before giving an opinion. If pregnancy 
exist and the foetus is dead, you will find that the 
uterus, instead of becoming larger, has become 
smaller. That is a most important sign of foetal 
death. The size of the uterus remains about the 
same if a fibroid alone is present. If it were 
pregnancy with a living foetus, there would be an 
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enlargement corresponding to the period of four j Here you have always a long-continued history 
weeks which had passed. Fibroid tumours should, j of amenorrhcea, and when that is obtained you 
therefore, not give you much trouble in diagnosis, j should be at once suspicious that the cause is not 
Lastly, there are two other conditions which I j pregnancy. In haematometra the enlargement of 
must mention. One is our old friend the distended the uterus is globular, the cervix becomes shortened, 
bladder, which you must never forget. Almost ! and the cervix and lower uterine segment become 
every year there is a distended bladder sent into hollowed out, There is a large movable central 



Fig. 4. —Drawing to illustrate how Hegar’s sign may be imitated when a fibroid in the fundus is associated 
with an elongated cervix, a. Abdominal wall. b. Symphysis pubis on section, d. Cervix. E. Vagina. 
f. Rectum, g. Bladder, h. Fibroid imbedded in the uterine wall. 


the hospital as a case of ovarian cyst; therefore tumour which is tense and fluctuating, is not 


never give an opinion on an abdominal tumour 
Until you are certain that the bladder is empty. 
Some of the best diagnosticians may make mis¬ 
takes over the bladder, for the amount of distension 
may be very great, and may even extend up to the 
ensiform cartilage. 

The other condition is haematometra, or the 
accumulation of blood in the uterine cavity. 


doughy, and does not exhibit rhythmical con¬ 
tractions ; you cannot hear the foetal heart nor the 
uterine souffle. In addition you may discover 
the presence of an imperforate hymen or some 
other obstruction to the outflow. 

The diagnosis from extra-uterine pregnancy has 
been considered in a former lecture. 


February 18 tk, 1907. 
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WITH DR. HERRINGHAM IN THE WARDS 
OF ST. BARTHOLOMEW’S HOSPITAL. 


Here is a young man who was admitted a few 
days ago complaining of bleeding from the nose 
and swollen legs. He was in normal health, it is 
stated, until five years ago, at which time he began 
to suffer from epistaxis. This he had five times 
during the summer and once or twice during the 
winter. The bleeding generally continued for 
an hour or two, and afterwards he felt weak. 
Recently the epistaxis has been getting more fre¬ 
quent, and it now occurs about once every week. 
On September ist he went to bed for a month, 
during which he had two attacks, lasting eight 
hours and two hours respectively. On September 
30th he got up and then noticed that both his legs 
were swollen. There has been no bleeding since then. 
Bleeding has at no time occurred from any other 
part except the gums. When the patient is in bed 
the swelling of the legs subsides, but returns when 
he resumes walking. Since the end of September 
a good part of his time has been spent in bed. 
There is no history of anaemia previous to the 
occurrence of epistaxis. Three years ago his nose 
was plugged at another hospital. He now suffers 
from shortness of breath. When he has cut him¬ 
self or been scratched he has bled rather freely, 
and that has also been the case when he has had 
a tooth drawn. His father died of bronchial 
catarrh, his mother is healthy. There is no history 
of epistaxis in the family; he has four brothers and 
three sisters alive and healthy. The patient has 
never had rheumatism nor any illness previously. 
His condition on admission was that he was very 
anaemic, there being only very slight tinting of the 
lips and mucous membranes ; the hair was natural. 
The eyes reacted to light, but the sclerotics were 
very white. No blue line on gums, tongue some¬ 
what pale, teeth good. There was marked pulsa¬ 
tion of the arteries on both sides of the neck. The 
chest is somewhat flat but fairly well covered and 
moves fairly well. The heart apex beat is in the 
fifth space, a quarter-inch outside the nipple line ; 
it is diffuse and visible in the third, fourth, and 
fifth spaces. The area of cardiac dulness begins 
above the third rib and extends one and a half 
inches to the right of the sternum in the middle 
line. The right border in the third space is 


two and a half inches from the middle line, so 
he has evidently got dilated right auricle. The 
pulse is 112, of good volume but low tension, the 
temperature is ioo° F., and respiration 24. The 
systolic murmur at the apex is only conducted a 
little way into the axilla ; it increases when traced 
upwards. It is best heard over the pulmonary 
base. It is a murmur which can be heard at the 
aortic base, and can be traced upwards into the 
neck. There is a marked roaring sound over the 
carotids in the neck. The liver dulness extends 
from the fifth rib to a finger’s breadth below the 
costal margin. The lungs are normal. The spleen 
is somewhat enlarged. The abdomen moves weil, 
and the legs are not swollen nor cedematous. There 
are signs of many scars on the shins of the left leg ; 
these scars, he says, were done about five years 
ago. The knee-jerks are present, but not brisk, 
and the plantar response is natural. The urine is 
of specific gravity 1016, acid, clear, of amber 
colour, no deposit, no albumen, no sugar. The 
blood examination shows: white cells, 3000 per 
cubic millimetre; red, 2,525,090; haemoglobin, 
27 per cent.; colour index 54. That is a very 
unusual history, five years’ epistaxis and nothing 
else complained of. There has not been any other 
bleeding, except a little from the gums. When 
one gets such a history as that and sees the man 
so pale, with practically no wasting, the first thing 
which crosses one’s mind is that he has one of the 
blood diseases. He might have pernicious anaemia; 
that has a long history, it would account for his 
pallor and for his repeated haemorrhages, and there 
would be nothing inconsistent with it in the fact 
that he has not lost weight; or any of the varieties 
of leukaemia might account for it. The character¬ 
istic of pernicious anaemia is that the red cells are 
greatly diminished, and that the haemoglobin is not 
diminished in the same proportion, so that the 
colour index usually rises above 1. This man’s 
haemoglobin, as you have heard, is considerably 
out of proportion to the red cells, and his colour 
index is only a little over half the normal. That 
is entirely contrary to the blood of pernicious 
anaemia; it is the blood of an ordinary chlorosis, 
such as you find in young women. In pernicious 
anaemia the red cells have nuclei and the cells 
themselves are of different sizes and shapes. 
Leukaemia is also excluded by the fact that the 
white cells are not increased but rather diminished. 
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Has he what one would call secondary anaemia— 
that is to say, an anaemia due to some other 
condition ? If so, what is that other condition ? 
Practically the only other thing which we have to 
go upon is the condition of his heart. It is 
slightly enlarged, dilated on the right side. There 
is a systolic murmur which is most audible at the 
base. It is very unusual to get a murmur con¬ 
ducted up into the neck in a young person, though 
it is fairly common in old people who have athero¬ 
matous valves, producing aortic obstruction. A 
still more common cause is aneurysm. Aortic 
valve disease by itself is very unusual in young 
people, especially when it only causes a systolic 
murmur. In all probability he has two murmurs, 
but certainly he has aortic systolic murmur. Do 
you think that this is the history of an ordinary 
chronic endocarditis? Because, I suppose, we 
may take it that this disease has been going on 
over something like five years. No, no simple 
endocarditis would give such a history. In septic 
endocarditis you get repeated haemorrhages. He 
has not noticed whether he has been feverish, 
and he has not sweated in bed. When you find 
cardiac disease with fever, you have to think, not of 
a simple cardiac disease, but of a septic one. Are 
there any points which are against that view? 
Yes, two. In any septic disease you expect a 
great leucocytosis, but his white cells are dimin¬ 
ished rather than increased. He has had no rigors 
since he has been in. We will have the blood 
cultivated and see if that yields any definite infor¬ 
mation. Secondly, against the diagnosis of septic 
endocarditis is the length of his illness, in which I 
do not find any break, except that it has been 
rather worse lately. Septic endocarditis, except in 
very mild cases, is nearly always fatal under a year. 

Dr. Priestley (house physician) suggests that the 
epistaxis, by inducing secondary anaemia, might 
disguise his pernicious anaemia. It is possible you 
may get such a murmur as he has from the dilata- 
rion of pernicious anaemia, but it is very uncommon 
to have pernicious anaemia prolonged to this extent. 
Yet it does not seem like a primary heart case. 
We will give him an iron tonic and some arsenic 
and have further examination and cultivation of his 
blood done. 

This man is a hawker, aet. 61 years. He was 
admitted a few days ago complaining of indiges¬ 


tion. For fourteen years he has been treated at this 
hospital for the same complaint, sometimes as an in¬ 
patient and sometimes as an out-patient. He is in 
only weak health and has been liable all his life 
to attacks of bronchitis. His pain seizes him in 
the lower part of his abdomen and always comes 
on soon after a meal. Asked to put his hand on 
the seat of pain, he places it on the umbilicus. 
Mostly the pain comes on one or one and a half 
hours after eating. During the last four or five 
weeks the pain has been worse than usual, and he 
has found it necessary to be very cautious about 
what he eats. He has never been sick. As a rule 
his appetite is bad and his bowels are very costive. 
If he is on his legs, the pain will work off in an hour 
or so, but otherwise it persists in greater or less 
degree all day long. He has four brothers, all 
enjoying good health. He has wasted during the 
last four or five weeks and has not been able to 
take his food. He has false teeth, which were 
fitted in the hospital seven years ago; he says that 
since they were supplied the pain was much re¬ 
lieved because he has been able to masticate his 
food better. His abdomen is tender to pressure. 
The tongue is furred and has greenish streaks; the 
mouth in other respects is normal. During the last 
ten days he has almost lost the sense of taste. 
His chest moves well on respiration. There is a re¬ 
sonant note all over the front of the chest, but the 
lungs are dull to percussion at the back. There are 
moist sounds in the second and third space on the 
right side, and there may be a little friction. No 
thrill can be felt in the chest-wall. The sounds are 
very feeble and appear distant. The apex beat is in 
the fifth space. The arterial walls appear thin, the 
pulse rate is 64. The abdomen appears to be 
rather distended, especially in the umbilical region, 
but it moves fairly well on respiration and better 
in the upper half. There is no particular tender 
spot; the tenderness of which he complains is 
diffused over the whole abdomen. On palpation 
there is considerable rigidity of the abdominal 
muscles. The spleen cannot be felt. On the left 
side there is dulness one inch below the costal 
margin. The legs are natural, superficial veins 
prominent, knee-jerks natural. The specific gravity 
of the urine is 1007 ; it is alkaline, light, and clear, 
but there is a small precipitatejof phosphates. He 
has a double inguinal hernia for which he wears a 
truss. 
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What is the source of all these pains? It is 
possibly a dilated stomach. Naturally the lower 
border of the stomach is well above the umbilicus 
and partly covered by the liver; but when it is 
dilated it may occupy a very large part of the 
abdomen. One proves it by filling it up with 
water or air, and then you can notice the lower 
border of the abnormal swelling. But there are 
other things in the abdomen which may be dilated. 
The fact which points to the implication of the 
stomach is the fact that he gets pain one hour to 
one and a half hours after taking food. Of course 
he may have a gastric ulcer, but that would not 
dilate the stomach. Dilatation of the stomach 
always means obstruction except when the organ 
dilates spontaneously, which is a very rare occur¬ 
rence. There might be a pyloric ulcer which 
might cause obstruction by a contracted scar on 
the inside; we have had more than one instance 
of it during the year. It might be malignant 
disease, but the history of the case is very much 
against that. It has been going on fourteen years 
and has not made him any thinner than you see him 
to be. There might be some external inflammation 
catching up the pylorus to the liver or something 
of that sort, due perhaps to old appendicitis, and 
sometimes this is due to nothing you can see. I 
had a schoolboy the other day who was apparently 
perfectly healthy in all other respects, but he was 
unable to play at any games because he had such 
pain in his stomach. He was about fifteen years 
of age, quite fat and well nourished, and no history 
of any other illness. After trying in vain to cure 
him by medicine, we had the abdomen opened and 
found an adhesion running from his pylorus to his 
gall-bladder. Nobody could tell what was the 
cause of that; apparently he had not had any 
attack of acute peritonitis nor appendicitis. On 
cutting that he became perfectly well and has re¬ 
mained well ever since. The symptoms which our 
present patient has are consistent with dilated 
stomach, but they are not all the symptoms which 
we would expect with dilated stomach. He would 
have a feeling of dragging and fulness, and one 
would expect to find vomiting present. I should 
like to examine him under an anaesthetic. His 
motions are very hard, so we will give him enemata 
and examine him with a tube afterwards. 

February 18 th, 1907. 


The new edition of Volume I of the * System of 
Medicine,’ edited by Professor T. Clifford 
Allbutt and Dr. H. D. Rolleston, published by 
Macmillan & Co., constitutes an advance in 
medical literature that is of importance to all con¬ 
cerned in the treatment of disease. A very high 
degree of practical value is attained in the section 
entitled “ Clinical Considerations and Treatment, 5 ' 
by Dr. Hale White. A fair idea of the usefulness 
of this system of medicine is to be gained from the 
perusal of the following views in the teaching of 
Dr. J. H. Drysdale: It is now generally conceded 
that blood examination is as important a method 
of clinical diagnosis as the use of the thermometer 
or the stethoscope. Even now, however, its full 
advantages are seldom realised in practice; and 
casual scattered observations too often take the 
place of the routine examination, which only can 
supply the data necessary for the advance of our 
knowledge, or for enabling us to use it to the 
fullest advantage. For the correct interpretation 
of these data a knowledge of the limitations of the 
method is also necessary. In certain conditions, in 
leukaemia and pernicious anaemia, for instance, ex¬ 
amination of the blood will often of itself suggest 
the diagnosis; but even in these cases there are 
occasional sources of error. On the other hand, 
in these and many other conditions, the diagnosis 
may be said to depend altogether on the result 
obtained by the examination of the blood, and 
without this, to partake only of the nature of a 
pious opinion. It should be clearly recognised, 
therefore, that blood-changes are in every case 
symptomatic merely, and no greater value should 
be attached to them ; at the same time it must be 
allowed that they may be symptoms of preponderat¬ 
ing worth without a knowledge of which the other 
symptoms leave us in doubt. Again, a “ negative ’’ 
result—that is, an absence of appreciable blood- 
changes—may be of as much value as a positive; 
for example, in deciding between the presence of 
typhoid fever and certain pyogenetic infections. 
From these considerations it necessarily follows 
that no conclusion should be drawn in any case 
without: (1) an accurate knowledge of the clinical 
history and symptoms of the patient, and (2) a 
wide aquaintance with the conclusions already 
established by these methods of investigation. 
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A CLINICAL LECTURE 

on 

FASCAL LEAKS AND FISTULE. 

Delivered at St. Bartholomew’s Hospital. 

By C. B. LOCKWOOD, F.R.C.S., 
Surgeon to the Hospital. 

Gentlemen,— A human being whose intestinal 
contents are escaping through an artificial opening 
upon the surface of the body is a very unhappy 
person. He will submit to severe and dangerous 
operations to be rid of his trouble. My observation 
leads me to think that faecal leaks and faecal fistulas 
are commoner than they used to be. Perhaps 
that is because so many more incisions are made 
into the abdomen for the purposes of opening 
abscesses, and after an abscess within the abdomen 
—and especially after a neglected abscess within 
the abdomen—a “ faecal leak ” often ensues. I 
use the expressions “ faecal leak ” and “ faecal 
fistula,” but I do not know that they are quite 
correct. “Intestinal leak ” and “ intestinal fistula” 
would, on many occasions, be more correct, because 
that which comes out, and upon the nature of 
which the classification is obviously based, is not 
always faecal. For instance, the fluid which escapes 
from the duodenum is certainly not faecal, and the 
fluid which escapes from the jejunum is certainly 
not faecal; it does not become faecal until the leak 
or fistula is in the ileum or in some part of the 
large intestine. 

Before I proceed with the material which I 
propose to place before you it is necessary that 
some kind of classification should be adopted. 
One might, as is one’s custom, use an anatomical 
classification, and speak of duodenal leaks and 
fistula, of those in the jejunum, or in the ileum, or 
in the caecum, or in the colon, the sigmoid, and so 
forth ; but that, I think you would find, would lead 
to a great deal of repetition, and it would be 
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impossible to condense what I have to say into 
the short time at my disposal. I, therefore, will 
proceed with the ordinary clinical classification of 
leaks and fistulse into those which are congenital 
and those which are acquired, and under the last 
heading would be the two subdivisions of trau¬ 
matic and pathological. The congenital or de¬ 
velopmental leaks are not by any means common. 
Those which I have seen have usually been 
situated at the umbilicus. I can recall a case 
which might, by a little straining, be brought 
under this heading, that of a child who was born 
with an escape of fluid from an aperture at the 
umbilicus. This escape of fluid was certainly not, 
as far as I am aware, ever faecal. It was a thin 
fluid, which caused some amount of inflammation 
of the skin of the abdomen around the umbilical 
opening. Various efforts were made to ascertain 
its nature. The fluid was examined by skilled 
people, and on the whole, I thfnk, the opinions 
weighed towards the belief that, the fluid was 
urine, and therefore came from the unobliterated 
urachus. Various attempts were made to obliterate 
this leak or channel. Anaesthetics were given 
and the channel was burned. I want to draw 
your attention very particularly to this point, 
because, perhaps, you may not have learnt that 
it is almost impossible to obliterate the whole of 
the mucous lining of any tract or duct. I believe 
it to be an impossible task, and therefore if that 
is true, it is not surprising that I and others were 
absolutely unable to destroy the mucous lining of 
that from which this child was suffering, so that in 
the end a set operation had to be performed; and 
one of the first steps in the operation was to open 
the peritoneal cavity, and then it was easy to see 
what one had to deal with—namely a Meckel’s 
diverticulum passing down towards the ileum, not 
far from the caecum. After this had been separated 
from the abdominal wall it looked exceedingly like 
an ordinary vermiform appendix, and there was no 
difficulty in removing it. Two or three vessels, 
one on either side of this duct, were tied—I 
suppose they were allantoic vessels—and then a 
cuff of peritoneum and muscular tissue was turned 
back as is done in the ordinary removal of an 
appendix. The child progressed after that opera¬ 
tion exactly as any other child who had had its 
appendix removed during the latent period would 
have progressed ; it made a good recovery. Some 


of you may remember another very strange case. 
About two years ago a young woman was placed 
under my charge who had a curious history. First 
of all it was said that since she was an infant she 
had had a discharge from the umbilicus. She had 
had a great many operations performed upon this 
at various hospitals with the view of its relief. 
The operations cannot have been of a very 
sweeping character, because she presented her¬ 
self with an aperture at the umbilicus, along which 
a probe would pass for some considerable dis¬ 
tance, and which discharged a thin and slightly 
greenish fluid ; but surrounding the aperture from 
which this fluid came was a very small amount 
of scar-tissue. Well, perhaps growing wiser by 
experience, I did not try any further attempts at 
closure of the aperture by burning, but proceeded 
with a formal operation. The incision at once led 
into a huge cyst filled with thin fluid full of chole- 
sterin. The cyst extended from the diaphragm 
down to the depths of the pelvis, and it was a source 
of great wonder where the rest of the abdominal 
contents could be situated. A few coils of intestine 
were seen bulging behind this thin-w r alled cyst, 
but the liver and spleen and stomach and so 
forth could not be discerned. I then attempted 
to separate this cyst, but speedily had to desist 
because of its close connections with the intes¬ 
tines, and after considerable effort I ended by 
packing this extraordinary cyst full of sterilised 
gauze. The patient recovered, but was left at the 
end of a year with a leak at the umbilicus. I 
should think the leak was bigger than when I 
began. There was no question about this leak 
being one which passed into the intestine, because 
a piece of rubber drainage-tube which had been 
placed in it disappeared from sight and was after¬ 
wards passed per attum ; so there was no reasonable 
doubt in anybody’s mind but that this was now an 
intestinal leak. I had to make another attempt to 
cure this patient of her loathsome condition. The 
fluid which came out, it is true, was not faecal, but 
it was a fluid which inflamed the abdominal wall, 
and of course kept the patient in a continual state of 
great discomfort. On this second occasion I opened 
the abdomen and again found a cyst, but of a very 
much smaller extent, and after enormous labour I 
traced this cyst down to the pelvis, and ended by 
ligaturing what I believed to be the pedicle of an 
ovarian cyst growing from the right ovary; but. 
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however this may be, the question of an intestinal 
leak remained. I believe that in removing the 
cyst I had again damaged the intestine. I certainly 
remember closing two apertures in the intestine 
which I had perhaps made myself; but in 
addition to that I ended by closing another 
aperture in the intestine rather higher up, to¬ 
wards the jejunum, and which I believe to have j 
been the original one. This operation lasted j 
three hours and forty minutes, and, I think, it § 
was the longest and most arduous I ever did; but 
the young woman seemed to have] the most .extra- ! 
ordinary tenacity of life, because she speedily j 
recovered from my efforts, and the note says that 
she went away with the leak closed. She may j 
have gone away with the leak closed, but I know j 
that I saw her three or four months after that with 
a very minute leak, but it gave me the impression 
of being a leak which would get well, and it 
probably has got well with proper treatment. 

I now come to another kind of intestinal leak or 
fistula, and that is the traumatic. I have already 
remarked that the traumatic leaks are commoner 
than formerly. I remember one of the earliest j 
ones with which I had to deal occurred as follows. 1 
A patient was admitted into the Great Northern i 
Central Hospital under my care with an enormous 
appendicular inflammatory tumour, and one which 
in all probability contained matter. It was clear 
that the matter would have to be sought for, and 
I began my incision near the margin of the tumour, 
which filled at least one third of the right side of ; 
the abdomen. The tumour felt exceedingly hard, 
and I would lay certain emphasis on this point 
because I warn you to be very cautious how you 
begin to make incisions into very hard abdominal 
tumours. I had not proceeded far' with my in¬ 
cision—I had passed through the aponeurotic and 
muscular layers of the abdominal wall—before 
I came upon hard inflammatory exudation almost 
half an inch thick. To find the pus I went on in 
my search through this, but it was not long before 
it was clear that my incision had gone into some 
part of the intestinal canal—I thought at the time 
that it went into the caecum. So I had to desist and 
close the opening. The next step in the operation 
was to search a little further from the edge of the 
swelling and open the general peritoneal cavity, ! 
where the intestines could be properly identified. 
And after this had been done I succeeded in lifting | 


up the intestines from the iliac fossa, and, pushing 
my finger towards the back of the caecum, I opened 
an appendicular abscess. It was drained and 
treated in the usual manner. As you might ex¬ 
pect, an intestinal opening which was sutured 
whilst it was acutely inflamed, and whilst the in¬ 
testine was imbedded in lymph, was not very 
likely to hold. So in a few days’ time the intestinal 
contents began to leak through the opening. The 
case has a certain bearing upon what would be your 
ordinary course of treatment of such an opening. 
Obviously haste was not reasonable. Clearly one 
ought to wait until all the inflammation had sub¬ 
sided, and until all the inflammatory thickening 
had disappeared, and until the intestinal walls 
had sufficiently recovered to hold the sutures 
properly. But after the lapse of about two months, 
I think—I speak from memory—the abdomen was 
opened. I am still astonished at what I then 
saw, because the enormous quantity of lymph and 
inflammatory effusion and of adhesions which had 
existed before had entirely disappeared, and it 
was then quite easy to separate the caecum from 
its slight attachments to the abdominal wall round 
the artificial opening, and close it in the usual 
manner with sutures, and not only to close it in 
the usual manner but finally. 

Perhaps you may have seen another faecal leak, 
which was traumatic, and which occurred in my 
wards. A girl was placed under my care who was 
supposed to have had a tuberculous kidney. In the 
region of the right kidney there was a mass which 
felt exactly like an inflamed and probably tuber¬ 
culous kidney. Perhaps the kidney was tuber¬ 
culous ; at any rate, the urine contained pus, and 
it contained bacilli which were identified by the 
Pathological Department as tubercle bacilli. It 
was clearly necessary to proceed to the removal of 
the kidney, so I operated through the anterior in¬ 
cision, turned the right colon inwards, and after 
considerable labour extricated what I believed to 
be a pyonephrosis. There was a sac full of stinking 
pus, and surrounded by a mass of inflammatory 
material. The sac was united with a duct, which 
I thought was the ureter, running down close to 
the course of the ureter and towards the pelvis. 
This was supposed to be a tuberculous ureter, 
and so it was traced down as far as possible and 
then divided in the usual way. The patient 
recovered from this operation, and I well remember 
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the dresser coming to me a few days afterwards j 
and asking me if I was aware that I had removed 
a loop of intestine. It then flashed through my 
mind what had happened to this patient. I had 
removed an empyema of the vermiform appendix, 
and the tube which I followed down towards the 
pelvis was the appendix itself. The patient derived , 
considerable but not complete relief from the I 
operation. Some months afterwards she was again 
under my care with pain and a large inflammatory 
swelling on the right side of the abdomen, and as 
a quantity of inflammatory material had been left 
in the position of the right kidney I could not 
help assuming from her symptoms that suppura- 1 
tion was still in progress there. So I determined 
to explore the site of my former operation to see 
if there was any pus. But I had not gone far 
with the operation before a swelling which fluctu¬ 
ated and which I assumed to be the abscess 
bulged into the wound. Therefore I opened it 
and found that I had not opened the abscess, 
but had made an opening at the back of the 
right colon. The girl remained under my care 
with that traumatic faecal leak for some time, and 
finally her leak became well and she went home. 
But whether it has remained well or not I am not 
sure. I am suspicious because I cannot help 
thinking that she is the victim of tubercle. And 
if it is true she has tuberculous inflammation pro¬ 
ceeding in the vicinity of the faecal leak, it is very 
likely that the colon will become tuberculous and 
need some further surgical procedure. I wish to 
refer again to another traumatic leak which also 
ought to be of very great interest to you, and 
which ought to convey some information as 
regards the prognosis of these traumatic faecal 
leaks. A patient was placed under my care for I 
intestinal obstruction. The cause of the intes- ! 


anus differs from a faecal leak or faecal fistula in this 
respect, that an artificial anus is an opening from 
the intestine to the exterior of the body which is 
so arranged that all the contents of the intestine 
shall pass out at the opening, and none beyond. 
The patient was relieved by this operation and 
disappeared for a year. She then came back with 
a curious condition, and one which I have hardly 
ever seen before. She had an extraordinary ex¬ 
trusion of the mucous lining of the lower part of 
the intestine out of the artificial anus, a projection 
four inches long, and with the lumen of the in¬ 
testine at its apex. To relieve her of this great 
discomfort I cut that off and without any bad 
result, and she was relieved of that particular 
trouble. But I took that opportunity of examining 
the interior of her pelvis, and then I found that 
the inflammation had subsided, and that the lumen 
of the intestine appeared now to be completely 
restored. So afterwards I closed the artificial anus. 
There was no difficulty in the operation, and the 
first attempt was successful. She then disappeared 
from my ken, apparently very well indeed. But 
she came back about two years later complaining 
of great pain in the left side of the abdomen, and 
it was clear that her intestine was not then empty¬ 
ing itself properly. A further operation had to be 
performed. I guessed what had happened. At 
my first operation, in closing the artificial anus I 
had left the spur, which there is in all properly 
made cases of artificial anus, and it was this spur 
which was preventing the contents of the sigmoid 
flexure passing down into the rectum. I opened 
the abdomen, put a Murphy’s button across the 
line of this artificial spur, and made a new passage 
from the top of the sigmoid flexure to the lower 
part. After that she was relieved and I have seen 
her no more. 


tinal obstruction was an enormous mass of inflam- I On another occasion I was called upon to 
matory material filling the interior of the pelvis, j operate upon another patient with the same form 
When the finger was passed into the vagina it felt j of pelvic cellulitis and intestinal obstruction, 
as if the uterus was imbedded in plaster-of-Paris. I Remembering the first one, I took care not to 
The finger passed into the rectum easily reached ! make an artificial anus, but to make a large faecal 
this inflammatory mass, but could not be passed fistula; so that when the patient had got over the 
further, because it was quite clear that the bowel intestinal obstruction, and when the pelvic inflara- 
was constricted or occluded by the inflammatory | mation had subsided and the rectum had become 
material outside it. I may say, in order to make a , patent again, then the leak began to close, and 
long story short, that a colleague, as I was unable j when last I saw the patient the leak was only one 
to operate, performed the operation of inguinal | eighth of an inch in diameter, so I think I am 
colotomy. He made an artificial anus. An artificial 1 right in assuming that it has got well. 
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There is another form of traumatic fistula which 
you occasionally see, and I show you a specimen 
of it. I remember helping Mr. Cripps to operate. 
It is a patient who had been operated upon for 
uterine fibroids, and who had afterwards had an 
attack of intestinal obstruction. An opening into 
the intestine gave complete relief, but as the 
opening did not close the patient was in a most 
uncomfortable and distressing condition ; so efforts 
were made to close the leak by the ordinary pro¬ 
cess of suturing; they failed, and I remember 
afterwards assisting Mr. Cripps to perform enterec- 
tomy. He removed that piece of intestine by 
what was then known as MaunselPs method. The 
patient soon got well and remained well. 

Now, I want you to draw a moral from what I 
have been saying. I have been telling you, not about 
all the favourable cases of fistula, but I have told 
you about such as have come within my cogni¬ 
sance, and such as I have known and can re¬ 
member, and you may have noticed that they were 
not difficult cases to deal with. Traumatic fistulae 
tend to get well, and if they do not traumatic cases 
are favourable ones for operation ; but they are 
favourable cases for several reasons, first of all as 
the kind of fistula is known and the kind of 
traumatism is known. But I will tell you why 
they are favourable cases to deal with: because 
you are dealing, or ought to be dealing, with 
healthy intestinal walls. 

1 now pass on to another kind of intestinal 
fistula or leak, and that is perhaps one which you 
may have seen most of. They are pathological 
leaks and fistulae. Now, these are capable of being 
classified ; and first, I would mention the kind of 
leaks and fistulae which are due to acute infective 
diseases—for instance, those which occur after, 
say, appendicular abscess. Next, I would refer to 
those which are due to chronic infective diseases. 
For instance, there are tuberculous or actinomy¬ 
cotic. Not long since we had one in the hospital 
in which bilharzia was the cause of the leak; and, 
lastly, there are those which are due to carcinoma. 
This is a clinical lecture, and one of the objects of 
this clinical lecture is to make you think, and out 
of one’s own experience try to convey to you ideas 
of what will happen in cases with which you will, 
perhaps, shortly be brought into contact. Now', I 
have placed these cases in the order of their 
curability. The cases which are due to acute 


I 
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infective diseases, get well, most of them recover, 
and if they do not get well they are more amenable 
to treatment; but those which are due to chronic 
infective diseases, like tubercle and like actinomy¬ 
cosis, bilharzia, or cancer, either never get well at 
all or are most difficult to cure by operation. 

Now with regard to the cases which are due to 
acute infective inflammations, I might, without 
very much exertion, detail to you a considerable 
number. Some time since, in April, a boy, who was, 
I think, in Harley Ward, had had an acute appen¬ 
dicular abscess opened. After the operation the 
discharge became faecal, and after a while it ceased 
again, what I should myself have anticipated 
under the circumstances. I remember operating 
upon a Dutch gentleman, who had a very acute 
abscess with a gangrenous appendix. And I saw 
on the end of the ileum several dark patches, 
which looked like gangrenous patches, and after 
the operation one could see this piece of ileum in 
his wound and a faecal discharge coming from 
three or four small apertures in it. I remember 
his relatives and friends were greatly alarmed as 
to the ultimate result of this, but I felt sure, from 
my experience of these leaks due to acute infective 
disease that they would g6t well, and they did. I 
have seen some enormous leaks into the caecum 
and right colon get quite well when they have been 
caused by an acute infective disease. I can recall 
one patient who was under my care, and I should 
think the whole contents of the intestine came 
through the leak for many months. But she was 
assured she would get well, and ultimately she 
did and has remained perfectly well. Have you 
observed that one felt sure she would get well, 
although she looked exceedingly ill ? The reason 
was that in spite of the most careful search and 
care, we did not know of any local condition, such 
as tubercle or actinomycosis or cancer, which would 
prevent that fistula healing. 

As regards the chronic infective diseases, tuber¬ 
cle in particular, they are a dangerous and serious 
class of intestinal leaks. I can remember the first 
that I was associated with. I was asked by a 
medical colleague to explore the abdomen of a 
man to see if he had tuberculous peritonitis. The 
diagnosis was in some kind of doubt. I opened 
the abdomen and found the intestines and omentum 
densely matted together by tuberculous inflam¬ 
mation. Caseous material was seen, so the dia- 
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gnosis was not in any doubt. I exercised the 
greatest caution in searching amidst those adhe¬ 
sions, but the wound afterwards suppurated. When 
you operate upon those who have tuberculous disease 
of the abdomen or of other regions the wound often 
does suppurate. The ultimate result of the sup¬ 
puration was the formation of an intestinal leak, 
from which the patient ultimately died. You might 
now say, “ What a dangerous thing laparotomy must 
be in cases with tuberculous peritonitis !” I think 
you would be right if you qualified your statement 
by saying “ in cases of tuberculous peritonitis 
in which there is no fluid.” An operation on a 
case of tuberculous peritonitis in which the abdo¬ 
men contains a large quantity of fluid is a very 
successful operation indeed, and usually leads to 
the recovery of the patient. But an operation on 
a patient with an adhesive, plastic, hard kind of 
tuberculous peritonitis had better be avoided. 

I will just mention one other case of tuberculous 
fistula, or intestinal leak, associated with tubercle, 
because that again, I believe, conveys a warning. 
I remember seeing a patient, a young woman, who 
had a fluctuating swelling on the right side below 
the outer half ofPoupart’s ligament. Not only did 
it fluctuate below the ligament, but it was clear 
that some swelling could be felt in the iliac fossa. 
This abscess was opened, and at the time I 
remember warning the relatives that it was likely 
to be followed by a faecal leak. My reason for 
that warning—I may be wrong—was that my 
experience in abscesses at the outer part of 
Poupart’s ligament which extend towards the back 
of the caecum is, that they are usually followed by 
a faecal leak. I have seen several now, and I am 
always exceedingly suspicious of an abdominal 
abscess which tracks down the outer part of 
Scarpa’s triangle. So this patient continued to 
leak for many months, and many attempts were 
made to close that leak. At last it became clear 
that something more would have to be done, and 
I made a final attempt by opening the abdomen 
and closing the opening in the caecum. The 
patient afterwards had acute intestinal obstruction 
and died. Such calamities teach us wisdom. Here 
I was quite right about the diagnosis of the disease; 
I was right in foretelling the faecal leak or fistula; 
but I was totally ignorant of the kind of tubercle 
with which I had to deal. On December 3rd, Dr. 
Hartmann, of Paris, read an essay upon ileo-caecal 


tuberculosis, and he showed a picture of a speci¬ 
men which was the exact counterpart of the one 
which I unfortunately fell across. The patient in 
my case had this condition. The leak was at the 
back of the caecum, and there was hyperplastic 
tuberculous inflammation of the caecum and right 
colon. That had led to a stricture of the right 
colon above the caecum. I was not aware of its 
presence, because my finger had not felt a stricture. 
I could not see it from the outside because the 
caecum was involved in much inflammatory 
material, which I thought was part of the peri¬ 
toneal inflammation which had been associated 
with the original tubercle. When I closed up 
the leak at the back of the caecum I closed up the 
only aperture by which faeces could escape, and 
obviously the consequence was that the patient 
died of acute intestinal obstruction. The only 
chance she had was for my sutures to give way. I 
have not time to proceed further with the question 
of tubercle, except to say that you will find a very 
good essay on the subject of this form of tubercle 
by Mr. Stoney, in the ‘ Lancet’ of July 29th, 1905, 
p. 287. 

Actinomycosis is another trap for the unwary. 

I have known surgeons operate on inflammation 
of the right iliac fossa, and afterwards, when the 
inflammation has proceeded and when faecal leaks 
have formed, it has dawnejj upon them that they 
have had to deal with actinomycosis, and that 
diagnosis has been confirmed by the microscopical 
discovery of the mycelium or clubs of actino¬ 
mycosis in those small yellow bodies. The case of 
bilharzia which was in our hospital, and which was 
diagnosed afterwards microscopically, came from 
South Africa. His faecal leak was not seen at the 
time of the operation, but after the operation he 
had for a time, and perhaps has now, a leakage of 
faecal contents from the end of the ileum. Thus, 
when you operate upon a patient who has a 
chronic disease of the intestinal wall, such as 
tubercle, actinomycosis, or bilharzia, you are likely 
afterwards to have to deal with a faecal leak. And 
remember you may be blamed, unless you are wary, 
for the occurrence of that leak. 

There is a last kind of fcecal leak which, I think, 
you will allow me to say a word about, and that is 
the faecal leaks which are associated with carcinoma. 
For these, too, in the beginning may be very decep¬ 
tive. Four or five years ago a patient in Paget 
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Ward had a small abscess of the abdominal wall. 
It had no very marked characteristics, and was 
merely a localised abscess pointing through the 
abdominal wall. It had one curious feature—it 
was resonant, it contained gases. It did not follow 
that the gas had passed through a hole in the 
intestine, for abdominal abscesses often contain 
gas-forming bacteria. The abscess was opened, 
and was clearly associated with malignant disease. 
It was afterwards followed by a faecal leak, with 
which the patient died. How easy it would have 
been for anybody after opening the abscess to 
have been blamed for causing the faecal leak. I 
was asked by Mr. Marsh, some years ago, to 
see a man in his wards and open, for him, an 
abdominal abscess. The abdomen was opened 
and an abscess was discovered, bounded by ad¬ 
herent intestines and by adherent great omentum. 
There was nothing peculiar in that, but being of a 
suspicious disposition I sought for some cause 
of the abscess, and discovered after a while that 
there was a considerable mass of very hard growth. 
That man likewise had carcinoma of the intestine, 
and afterwards had a faecal fistula or leak, and 
ultimately died. Now, obviously, if you are 
brought into contact with a case such as that, 
it behoves you to exercise the greatest caution. 

Now I want to say a word or two before I cease 
about the examination of these intestinal cases of 
fistulae, and with which, remember, all of you will 
have to deal. And, first of all, I would advise you 
to apply your minds a little to the kind of fluid 
which escapes. I will tell you why that is rather 
important. I do not know whether I am right, but 
I have an impression in my mind that intestinal 
leaks which are near the stomach, in the duodenum, 
and in the upper part of the jejunum, are infinitely 
more difficult and more intractable than those 
which are lower down. In fact I am not sure that 
you might not say, “ the nearer the stomach the 
more difficult to cure.” I believe you can say, “ the 
nearer the anus the more easy the cure.” I believe 
it is almost true; at all events there is an element 
of truth in it. 

I regret to say—and you may have observed it 
from my first remarks—I have not received very 
good assistance from the pathologists in the dia¬ 
gnosis of the situation of intestinal leaks. For 
instance, with regard to the child with a congenital 
leak at the umbilicus, the dispute was whether the 


discharge was urine or not? Two opinions led 
rather towards urine coming out. But recently I 
have seen a patient who has three intestinal leaks. 
I will not go into his history. He had had opera¬ 
tions performed for them. And from two of 
the leaks there was still exuding obviously faecal 
material, and from the other some fluid which 
looked to me more like duodenal or jejunal. In 
the first place it was very thin. Next, it was rather 
green in colour and it was curiously frothy. I do 
not know why it should have been so frothy, but 
it was; perhaps it contained bile. Next, it was 
alkaline, which led me to suppose it might have 
been recently mixed with the alkaline fluid from 
the pancreas. Next, it was strongly digestive, it 
digested the abdominal wall. And it had not a very 
strong odour. So I suspect it was a leak high up, 
especially as when charcoal was given by the 
mouth it speedily came through. If that is true 
then the leak will be very difficult to deal with. 
The two leaks which gave passage to faecal fluid 
should be easier, for one of them has closed and 
the other is closing. I do not suppose this leakage 
higher up will get well without some formidable 
operation for its cure. So, clearly, it is important 
to look at the kind of discharge which comes out. 
Next, it is very important to look at the aperture. 
We had a little boy the other day in Kenton 
Ward who had had an appendix operation per¬ 
formed. It was complicated by hsematoma and 
abscess, and then he was left with a small sinus 
which was surrounded by a ring of what might 
have been either granulations or mucous mem¬ 
brane. This was removed, and it was found on 
microscopical examination to be mucous mem¬ 
brane. I have already told you what bearing this 
mucous lining has upon the question of treat¬ 
ment. And so his abdomen was opened again, and 
it was found that the stump of his appendix had 
protruded through the centre of the wound and 
become fastened there. This was treated in the 
ordinary way and got well. So if you are brought 
into contact with a faecal leak or faecal fistula, make 
sure whether or not it is lined with mucous mem¬ 
brane. If it is, your prospects of curing it will not 
be very bright without a proper operation. 

There is another thing of paramount importance 
when you are brought into contact with a faecal 
leak, which you should be dead certain about, and 
that is whether the alimentary tract is quite clear 
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beyond the opening. You may lay it down as 
an axiom in surgery that no leak of any kind will 
get better if there is an obstruction in the canal. 
Whoever saw a perineal fistula get well until the 
stricture of the urethra was put right ? or, Whoever 
saw a leak get well when there was a stricture of 
the intestine beyond the leak? So you have to 
make your minds clear on that point. I cannot 
now go into the manner in which you would settle 
this important point. But if you have a principle 
in your mind matters of detail will surely settle 
themselves. 

There is one other warning I give you about 
faecal leaks. After what I have said you will take 
great pains to eliminate the possibility of some 
chronic infective disease being present. That is 
obvious. But go a step further and always exa¬ 
mine persistent faecal leaks under an anaesthetic, 
your object being to clear up the question of the 
presence of stricture or of chronic infective disease 
and also to make sure that a foreign body has not 
been overlooked. I now have under my care a 
patient in whom silk had been left behind. I think 
he has 2 in. of continuous silk suture hidden away 
under the scar near the faecal fistula. It is reason¬ 
able to suppose that it will not get well until that 
silk is got rid of. I remember also a duodenal 
leak which was found to have a piece of stick in it, 
but it was not found until after the death of the 
patient. The patient had a perforation of the 
duodenum. And after his death from sepsis a 
piece of stick was found stuck in the perforation. 

I remember opening an abscess for a boy who had 
a faecal leak, and it was clear that the cause was a 
bristle which was in the hole in the intestine. It 
was removed. Had that bristle been allowed to 
remain the hole could not have got well. Another 
patient of mine that got well of a very bad faecal 
leak had curious adventures. After a while a piece 
of thick silk, which someone had put in at a previous 
operation, made its appearance. That may have 1 
had something to do with the persistence of the j 
faecal leak; but a more extraordinary thing appeared 1 
afterwards, and that was a flint half an inch or 
more in diameter. And it has been a constant 
source of wonder to me how that flint got into the 
alimentary canal, and what it had to do with the 
persistence of the faecal leak. I have never been 
able to solve the problem. I cannot say more 
now about the treatment of faecal leaks and fistulae, 


. but there are few common-sense things which I 
advise: first of all the patient must be kept still 
and recumbent. I say that because I have seen 
people with bad faecal leaks who, it was thought, 
could get better when they were moving about in 
bath-chairs. Sometimes it may be wise to put the 
patient in a particular position, especially if you 
find that the faecal leak becomes less in a particular 
position. After that I think you should pay great 
attention to the patient’s diet. There are many 
things which linger in the intestines and which 
come out through faecal leaks and are better 
avoided, more especially vegetables and pips, and 
stones, and fibres, and so forth. 

Lastly, I am sure it is not good to give aperients. 
I wonder how many faecal leaks I have seen kept 
open by injudicious aperients given by the mouth. 
Enemata must be given with care, and the best 
way is to put olive oil in the bowel at night and 
wash it out carefully in the morning. 

With regard to the operative treatment of fistulae 
I shall not go further. About a year is a reasonable 
time to wait for the closure of intestinal leaks and 
fistulae before attempting a set operation. Not 
infrequently the traumatic, and those which are 
i due to acute infective diseases, can be cured by 
minor measures, such as by separating the intestine 
and suturing it with Lembart’s suture, and then 
closing the wound in the abdominal wall. One 
not infrequently succeeds in favourable cases by 
such ordinary measures, but without doubt some 
want much more potent remedies. I have already 
shown you a specimen of a faecal leak, which was 
cured by enterectomy, and I do not know whether 
you saw, during the month of October, a case of a 
woman who had a huge ventral hernia, with a bad 
faecal fistula at its apex, and for whom I performed 
a very large operation, removing the ventral hernia, 
together with the loop of the intestine attached to 
it, including the leak in it. After this the two ends 
of the ileum were closed and the proximal end was 
united by lateral anastomosis to the colon. The 
patient survived the operation and is now cured. 

Clearly there is one other point to consider. It 
is hopeless to operate upon faecal leaks which are 
associated with the diseases such as tubercle, 
actinomycosis, or carcinoma, unless you remove 
the whole disease, and, of course, this may mean a 
very formidable surgical proceeding. Attempts to 
close faecal leaks are most dangerous operations— 
dangerous because, whoever the surgeon is, there 
is one element outside his control, and that is 
sepsis. 

February 2 $th, 1 907. 
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ASTHMA IN INFANTS AND 
CHILDREN. 

A Clinical Lecture given at the Medical Graduates’ College 
and Polyclinic. 

By EDMUND CAUTLEY, M.D., F.R.C.P., 
Physician to the Belgrave Hospital for Children, 
and to the Metropolitan Hospital. 


Asthma may be defined as a variety of dyspnoea 
which occurs in paroxysms, and may or may not 
be associated with pulmonary catarrh. There are 
two main types—(1) catarrhal, (2) spasmodic. It 
is much more common in infants than is generally 
supposed. Out of 225 cases collected by Salter no 
less than seventy-one began in the first ten years of 
life, and eleven of these began in the first year. A 
considerable number of cases of the catarrhal type 
occur in early infancy, but the pure spasmodic 
variety is much less common. The earliest case of 
typical spasmodic asthma under my own observa¬ 
tion occurred at nine months of age. In infants 
and children the first attack is almost always a 
sequel of bronchitis, though it may occur inde¬ 
pendently. Cases which begin after the age of 
four years are more often of the spasmodic 
variety. 

Etiology.— It is almost certain that in every case 
there is a neurotic element. Thus, it is common 
to find a family history of asthma, hay fever, or 
neurotic disturbances in the mother or other 
members of the family. Gout, too, appears to be 
a strong predisposing factor, by lowering the resis¬ 
tant power of the mucous membranes. In the 
case of the baby nine months old there was a 
family history of hay fever, the mother was neurotic, 
a sister had eczema in infancy and developed 
paroxysmal sneezing at the age of one year, and 
the -patient had a severe attack of eczema lasting 
nearly six months, which was followed by an acute 
attack of spasmodic asthma one month later. 

Another child, aet. 8 years, had had asthma 
since the age of four. There was a family history 
of gout and asthma, the father was neurotic, and 
the child had bronchitis and rickets in infancy. A 
third child of the same age was of gouty ancestry, 
and developed catarrhal asthma after whooping- 
cough. In a fourth case, set. 9 years, the attacks 
apparently depended upon enlarged tonsils. The 


child had been subject to attacks for a year, but 
had no more after the tonsils were removed. 

All these children were females, but it is 
commonly stated that males much more frequently 
are affected than females. Forty-six out of sixty- 
three cases under ten years of age were males. 

Asthma is comparatively infrequent among the 
poor and not uncommon among the better classes, 
especially the Jews. It occurs in all countries, 
but is least common in dry climates. It is some¬ 
times associated with eczema or urticaria, either 
coincidently or alternately. 

The exciting causes may be central or reflex. 
All affections which are liable to produce catartrh 
of the respiratory system may lead to asthma, and 
the first attack frequently dates from an attack of 
bronchitis, pulmonary catarrh, or broncho-pneu¬ 
monia, especially when secondary to whooping- 
cough or measles. Granted that there is morbid 
hypersensitiveness or a catarrhal condition of the 
respiratory mucosa, a slight cause may bring on an 
attack by reflex stimulation of the vagus. Among 
these causes may be mentioned east wind, the 
irritating pollen of plants, various dusts and smells. 
But it is doubtful whether any. one of these causes 
can produce an attack unless the predisposition is 
present. In many instances an exciting cause is 
found in some digestive disturbance or in constipa¬ 
tion. So marked is this the case that a special 
gastric type has been named by Henoch “ asthma 
dyspepticum.” 

Among other reflex causes may be mentioned 
affections of the nose and naso-pharynx, foreign 
bodies in various orifices, and enlarged bronchial 
glands. Little importance need be attached to 
enlarged bronchial glands as a cause of asthma, 
for they are very frequently enlarged apart from 
any indications of asthma, and there is no reliable 
evidence that they do induce asthmatic attacks. 
Cases have been cured by removal of some nasal 
obstruction, such as hypertrophied turbinals, 
deflected septum, polypps, and adenoids. On the 
other hand, nasal obstructions and adenoids are 
very common apart from asthmatic attacks, and 
true asthma sometimes follows the removal of a 
nasal polypus or the cure of nasal obstruction. An 
unhealthy state of the nasal mucosa, especially 
oedema of a small area of the upper part of the 
triangular cartilage, opposite and immediately 
above the level of the anterior third of the middle 
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turbinal bone, has been blamed. Cauterisation of 
this area has relieved or cured some cases, even 
when it has appeared perfectly healthy. It may 
also cure paroxysmal sneezing. 

There is very little evidence of central stimula¬ 
tion as an exciting cause, but aitacks are occasion¬ 
ally produced by emotion. Toxic poisons, such 
as carbonic acid and those of uraemia, are known 
to induce dyspnoea, and act directly on the respira¬ 
tory centre in the medulla. 

Pathology .—Were thecondition a pure neurosis— 
an epilepsy of the respiratory centre—it ought to 
be common in early life because of the lack of 
control over the nervous system. The actual 
paroxysm is either due to spasm of the muscles in 
the small bronchioles or to swelling of the mucosa, 
or to a combination of these two factors. In favour 
of the spasm theory is the fact that relief is ob¬ 
tained by inhalations of chloroform and amyl 
nitrite, by morphia subcutaneously, and by the 
ingestion of nitrites, which are supposed to act by 
reducing the contractility of unstriped muscle. 
That swelling of the mucosa is a factor is sup¬ 
ported by the evidence—sometimes present—of 
an associated swelling of the nasal and tracheal 
mucosa and by the frequency of bronchitis as an 
exciting cause. 

This swelling of the mucosa is due to hyperaemia, 
vaso-dilatation, or angio-neurotic oedema. It has 
been suggested that the oedema is an urticaria of 
the vagus nerve. On the whole the evidence is in 
avour of vaso-dilatation. Thus the paroxysm is 
often preceded by wheezing or respiratory dis¬ 
comfort for a few hours or longer, and rarely comes 
on with absolute suddenness. An attack may be 
induced by exposure of the chest to cold, or may 
be exaggerated by the inhalation of hot air. It is 
associated with vaso-constriction elsewhere, as is 
indicated by cold skin and extremities, with pallor 
and a feeble, small pulse. In addition, it is relieved 
by remedies which induce a general vaso-dilatation, 
a local vaso-constriction, by cardiac depressants, 
and by local or general bleeding. On the whole, 
it is probable that some cases are due to muscular 
spasm alone, and that in others—in young infants 
especially—muscular spasm is secondary to swelling 
of the mucous membrane. 

Symptoms .—Of the two main types the catarrhal 
is the one which is most commonly seen in early 
life. It differs from the spasmodic in the amount 


of bronchial secretion. The asthmatic paroxysm 
develops during or after an attack of nasal, bronchial, 
or pulmonary catarrh. Consequently it is most 
often seen in children liable to catarrh of the 
respiratory mucosa—namely, the rachitic, the 
abnormally fat babies, and those who have adenoids 
or enlarged tonsils. There is nothing characteristic 
about the catarrh, which may have been present 
for a few hours or days. The paroxysms vary in 
frequency and usually come on at night. The 
child is put to bed apparently well, or perhaps a 
little wheezy, and in a few hours develops extreme 
dyspnoea, with anxious face, congested eyes, sweating 
forehead, pallor, cold extremities, and restlessness. 
On examination of the chest there are found marked 
recession of the soft parts and of the lower ribs, 
absence of hyper-resonance, and presence of sibilus 
and rhonchus, with fine rales at the bases. There 
may be complete apyrexia or a rise of temperature 
of two or three degrees. The attack lasts for some 
hours or days, and gradually subsides. Usually 
after two or three days the child is well, except for 
a few rales in the chest and a little cough. Many 
of the attacks are quite mild in their severity. 

An asthmatic paroxysm may come on during the 
course of bronchitis which has persisted for weeks 
or months. It is indicated by an increase in the 
dyspnoea and a respiration rate of about 50 to 90, 
a feeble pulse, and a little fever. The dyspnoea 
varies much in intensity, is worse at night and in 
damp weather, and is increased by gastric disturb¬ 
ance. Occasionally it is almost of a chronic type. 
It may even develop as the temperature falls. Its 
characteristic feature is that the amount of dyspnoea 
is out of all proportion to the state of the pul¬ 
monary signs. 

The spasmodic type is essentially the same as in 
adults. It is an urgent dyspnoea, more or less 
sudden in its onset, and comes on usually during 
the night at about 12 to 3 a.m., and sometimes the 
day-time during sleep. It js preceded by no 
catarrhal symptoms, and lasts for one to six hours, 
occasionally for days, without any rise of tempera¬ 
ture. It is ushered in with a feeling of tightness 
or oppression of the chest, air-hunger, and a sense 
of suffocation. The inspiratory efforts are violent 
and expiration is much prolonged. Cough is 
short and dry, and the attack may cease abruptly, 
sometimes with a fit of coughing. Infantile asthma 
is often diurnal, occurring at the same hour on 
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successive days. Sometimes the paroxysms are 
typical in duration and severity, whereas at others 
they are characterised by periodical attacks of 
musical, sonorous riles without dyspnoea, for a 
couple of days or so at a time. During spasmodic 
asthma the face is anxious, pale, and becomes 
more or less cyanotic. The chest is in a position 
of full inspiration, with contracted inspiratory 
muscles, flaccid expiratory muscles, and depressed 
diaphragm. Recession is slight or absent. Breath¬ 
ing is slow and laboured; inspiration is shallow 
and followed by a pause, with the object of keeping 
the air-passages open as widely and as long as 
possible. As the attack gets worse the head is 
thrown back, the shoulders raised, the hands 
clenched, the eyes suffused and staring, the mouth 
open, lips livid, and skin sweating. The child is 
restless or rigid in a position of orthopnoea; the 
pulse is small, frequent, feeble, and often irregular. 
On listening to the chest loud wheezing, sibilus, 
and rhonchus are heard, but no vesicular murmur. 
Prolonged cases have emphysematousrshaped 
chests, and possibly some dilatation of the right 
side of the heart. The dyspnoea is generally less 
paroxysmal, less severe, and of longer duration 
than in adults, even though the attack may have 
been typically spasmodic. Minor paroxysms are 
not uncommon. 

Diagnosis .—The diagnosis is easy in the spas¬ 
modic cases and not difficult in the catarrhal 
ones, if the possibility of asthma in infancy is 
recognised. The attack is liable to be mistaken 
for sudden acute bronchitis, but in this affection 
the dyspnoea varies in severity, whereas in asthma it 
maintains the same degree of intensity for some time. 

Stress must be laid on the more or less sudden 
onset, the presence of dyspnoea out of all propor¬ 
tion to the physical signs, the absence of fever, the 
recurrence of paroxysms, and an appropriate family 
history. Care must be taken to exclude those 
varieties of dyspnoea due to cardiac and renal 
disease; due to the pressure of a retro-oesophageal 
abscess, an enlarged thymus, or of bronchial 
glands; and the dyspnoea that results from laryn¬ 
geal affections and foreign bodies in the air passages. 
An important feature of asthma is the expiratory 
nature of the dyspnoea, whereas in laryngeal obstruc¬ 
tions the dyspnoea is inspiratory. Hysterical 
dyspnoea may be paroxysmal, but is not accom¬ 
panied by any distress. 


In distinguishing between the catarrhal and the 
spasmodic forms, the absence of catarrh, the absence 
of recession, the presence of hyper-resonance and 
apyrexia, and the pronounced expiratory type of 
dyspnoea, with slow and laboured breathing, are the 
chief features in favour of spasm. In the catarrhal 
variety the breathing is more rapid, less laboured, 
and less expiratory. 

Prognosis .—Attacks are rarely fatal, but may 
prove so in infants. Death results from suffocation, 
cyanosis, and prostration. As regards recurrence, 
prognosis is worse in the spasmodic than it is in 
the catarrhal type and in those cases in which a 
definite exciting cause can be found. Speaking 
generally, the prospects of recurrence or ultimate 
cure depend on the family history, the social posi¬ 
tion, and the liability to catarrh. Recovery is 
usual in children, and many cases subside at 
puberty. On the other hand asthma in adults can 
be often traced back to childhood. Always find 
out whether the attacks are becoming more or less 
intense. Unfavourable signs are prolonged and 
frequent attacks with incomplete recovery between 
the paroxysms, emphysema, and dilatation of the 
right ventricle. The greater the freedom from 
respiratory catarrh between the attacks the better 
is the outlook, for the less is the damage done 
to the lungs. 

Treatment .—The prophylactic treatment consists 
in bringing up the predisposed in the most suitable 
manner as regards hygiene and diet, and preven¬ 
tion of catarrhal conditions. The body should be 
kept warm and the apartments cool. A high, dry 
air, such as Mont-dore-les-Bains in France, the 
Engadine, or Colorado, is more suitable than the 
seaside for the spasmodic condition, but where 
there is much catarrh it is more important to 
choose a warm, dry climate, or seaside air and sandy 
soil, with the object of curing the catarrh. Places 
such as Bournemouth, Hastings, and the Ascot 
district are suitable. High altitudes are also un¬ 
suitable for emphysema. The diet should be 
simple, nutritious, and consist of small, regular 
meals, avoiding all meat extracts and excess of 
carbohydrates, and not allowing much meat. Fruit 
may be given liberally. An anti-diabetic diet has, 
in my experience, proved absolutely useless. The 
bowels should be kept open. Attend to all local 
sources of irritation, and remove adenoids or enlarged 
tonsils if present Keep the child in as good 
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health as possible, devoting attention to rendering 
it insusceptible to dyspepsia and catarrhal con¬ 
ditions, and to increasing the stability of the respi¬ 
ratory centre. 

During a paroxysm of spasmodic asthma a warm 
bed in a room with open windows may be all that 
is necessary in mild cases. In more severe ones 
some of the following methods may be adopted. 
In order to induce general vaso-dilatation give a 
hot-water or vapour bath ; hot fomentations or 
turpentine stupes to the chest; nitro glycerine, 
nitrites, or inhalations of amyl nitrite ; chloral by 
mouth or rectum ; or alcohol. Constriction of the 
respiratory mucosa can be induced by inhalation of 
cold air from ice in a jug or inhaler; adrenalin, i 
in 1000; the fumes of brown paper, nitre paper, 
the leaves of stramonium, belladonna or hyo- 
scyamus, or Himrod’s powder. Most of these 
remedies are irritating, unsuitable, and injurious in 
the catarrhal asthma of infants, in which more 
benefit is derived from the inhalation of terebene 
creosote, or vapor pini sylvestris. An emetic is 
often useful at the onset of an attack, and for this 
purpose the syrup or the wine or powder of 
ipecacuanha can be given. In older children, 
unable to swallow, one-tenth of a grain of apo- 
morphia may be given subcutaneously. Emetics 
help the child to get rid of mucus and also act as 
cardiac depressants. Many cardiac depressants, 
such as tartar emetic and lobelia, rarely do good 
until they produce a feeling of nausea and faint¬ 
ness or collapse. Then the dyspfnoea at once 
ceases, either because of the relaxation of the 
spasm or the subsidence of the congestion, due to 
cardiac depression. Of other remedies may be 
mentioned belladonna by the mouth and atropine 
or pilocarpine subcutaneously, cocaine sprays— 
2 to 5 per cent.—to the nose, counter-irritants to 
the chest, dry cupping, and occasionally bleeding. 
Morphia subcutaneously is very useful in bad 
attacks, but should rarely be employed for children. 

For prevention of the nocturnal paroxysms give 
antipyrin, phenacetin, or bromides at bedtime, 
with small doses of heroin during the day. 

Between the attacks treatment must be directed 
to the general health. A course of potassium 
iodide, or syrup of the iodide of iron and cod-liver 
oil, is advisable. Arsenic is very beneficial in cases 
in which there is a tendency to glandular enlarge¬ 
ment, while strychnia and cinchona form useful 
tonics. Cauterisation of the nose may be tried. 
As a general principle it is infinitely more impor¬ 
tant to attend to the general health of the child, to 
prevent erroneous methods of feeding, to remove 
local sources of irritation, and to cure the catarrhal 
tendency, than it is to rely upon measures for reliev¬ 
ing or cutting short the paroxsyms. 

February 25 th, 1907. 


I , DYSMENORRHCEA. 

i ByTHOS.G. STEVENS,M.D.Lond.,F.R.C.S.Eng., 
M.R.C.P.Lond., 

Obstetric Tutor St. Mary’s Hospital; Gynaecologist 
j Hospital for Women, Soho Square. 


I Of all gynaecological diseases or symptoms of 
disease dysmenorrhcea comes before us most 
frequently, and often causes us an infinity of 
trouble and thought. We feel that such a symptom 
as menstrual pain ought to be easily removable, 
and yet we are often baffled in our attempts to get 
! lasting benefit to the patient. We do not always 
: realise how important it is to the patient herself 
1 that this condition should be cured, for not in- 
1 frequently it leads to a day or several days’ in- 
1 capacity, and so is a very serious drawback to a 
woman who has to earn her living. Palliative 
treatment often is of little avail, and operative 
measures only too often lead to disappointing re¬ 
sults. If the treatment of this condition often 
proves a stumbling-block, how T much more are we 
in the dark when we come to investigate the cases 
in a more scientific spirit and attempt to unravel 
the causes and pathology of the pain. Fortunately 
l for us this is not always the case, for many patients 
| have a definite lesion, usually inflammatory, the 
cure of which can generally be attempted on well- 
I ‘defined lines and with good prospects of cure, 
j The cases, however, which trouble us most are 
those in which no definite lesion can be found, 
and therefore present no sure basis upon which a 
line of treatment can be drawn up. 

Before attempting to classify the cases we must 
not forget that the menstrual process is attended 
by a physiological congestion of all the pelvic 
; organs, which leads especially to a swelling of the 
uterine mucous membrane. This condition is now 
known to be due entirely to capillary distension, 
most marked around the glands in the mucosa. 
There is apparently no new tissue formed and 
nothing in the least degree approaching the forma¬ 
tion of a decidua. Decidual cells are pathogno¬ 
monic of pregnancy, either intra- or extra-uterine. 
In making so sweeping a statement of course it 
must be understood that an occasional enlarged 
connective-tissue cell in the endometrium does not 
constitute a decidual cell. It is necessary to be 
clear on this point, for the -older writers were in 
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the habit of speaking of a “ menstrual decidua,” 
and stated that decidual cells were to be found in j 
membranes or casts of the uterus sometimes ex¬ 
pelled during menstruation. This is now known to | 
be untrue : decidual cells are not found in men- j 
strual casts. The result of this capillary engorge- j 
ment is to produce at last so great a pressure in I 
the vessels that their walls are unable to withstand 
the strain and so rupture takes place. Then the 
blood oozes out through small lacerations and 
finds its way at once into the uterine cavity, either 
by small lacerations of the epithelial lining or j 
even between the epithelial cells. It is now j 
believed that no tissue is actually cast off from the j 
endometrium during the menstrual flow. It is 
clear from this short risumi of the process of 
menstruation that discomfort must be the rule, 
for no part can be so engorged with blood as this 
and not be subject to increased sensibility. As 
the sensitiveness to pain varies in individuals, we 
can easily see that what is mere discomfort to one 
person may be actual pain to another. We must, 
therefore, at the onset have some difficulty in 
defining dysmenorrhoea and distinguishing it from 
the discomforts commonly felt by most menstruat¬ 
ing women. A useful standard to adopt is that 
degree of menstrual pain which prevents an in¬ 
dividual from carrying out her business or social 
functions, if even it is only for a few hours. In 
spite of the above statements of course we are all 
familiar with women to whom menstruation causes 
not the slightest inconvenience. One is known to 
the writer who cycles habitually during the process, 
and would not know that menstruation was pro¬ 
ceeding but for the presence of the discharge. 
Such people do not show any abnormal want of 
sensibility to pain of other kinds, and must, there¬ 
fore, be looked upon as excessively normal as 
regards menstruation. 

It is customary to classify dysmenorrhoea as 
congestive, spasmodic, and membranous, although 
the latter truly appears to be a modification of the 
congestive variety. Although this classification is 
useful clinically, it is often impossible to distinguish 
between the first two varieties, and to say just how 
much the spasmodic variety depends upon con- j 
gestion of the uterus. There is very little disagree¬ 
ment between authorities on the trye congestive 
cases when a definite inflammatory lesion of 
uterus, tubes, ovaries, or pelvic peritoneum is 


present; but prolonged discussion has raged 
around the second variety, which was formerly 
known as obstructive dysmenorrhoea. The term 
“ spasmodic ” is now adopted for these cases, 
because it describes well the character of the pain 
and does not in any way hint what the cause of 
the pain may be. Indeed, a classification which 
aimed at describing the character of the pain 
would be more generally useful, and would often 
more accurately fit the clinical aspect of the cases. 
Thus the pain in the congestive cases is clinically 
premenstrual and is relieved when the flow 
begins, whilst the character of the pain in the 
spasmodic cases is menstrual and continues 
during one or more days of the flow. We must 
admit, however, that even this does not fit all 
cases, for in some the pain begins before the flow 
and persists for a time during its continuance. 
This, however, does not really militate against the 
main facts, for it is in these cases that the spasmodic 
pain is dependent on congestion. 

The congestive cases .—As a rule the subjects 
are married women who have had children or 
abortions, or if unmarried have been subject to 
some infection of the uterus. The result of 
childbirth or infection is to give rise to some 
chronic uterine congestion which shows itself 
as a definite hypertrophy of the mucous mem¬ 
brane, which we call endometritis There is no 
doubt that this is the common lesion of such 
cases. Added to endometritis a certain number 
of patients have a much more serious pelvic con¬ 
dition—namely sal pin go-oophoritis and its constant 
companion, pelvic peritonitis. This conglomeration 
produces the very worst cases of congestive dys- 
menorrhcea that we are called upon to treat, and 
the reason for the pain is not far to seek. Pelvic 
peritonitis gives rise to adhesions invariably, and 
as a result the uterus is walled in, as it were, and 
the other pelvic organs are bound down to it 
and covered in by adherent intestines. The parts 
are all congested and tender to begin with, and 
when the premenstrual physiological flow of blood 
to the parts commences the bound down uterus 
is unable to swell up, and so the tension on its 
nerve-endings becomes very great. The result of 
this is constant pain of a dull aching character, 
getting worse as menstruation approaches. This 
pain often begins a week before the flow and is 
only an increase of the continual pain that such 
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patients have. When the flow commences the 
•congestion is somewhat relieved and so the pain 
becomes more bearable as tension is lowered. 
When endometritis alone is present the explana- ! 
tion of the pain is much the same, but the pain is 
never so severe as it. is when pelvic peritonitis also ! 
has occurred. 

Many patients with endometritis complain of 
premenstrual pain referred to the ovarian regions, 
although the ovaries are not really inflamed. This 
may be explained by the congestion alone, for there 
can be no doubt that where the uterus is in a state 
of chronic congestion the ovaries will also probably 
be in the same condition. Now, it makes no 
difference to the pathology of the case whether 
there is in addition a fibromyoma of the uterus, a 
retroversion and flexion, or one of the many con¬ 
ditions likely to be accompanied by uterine con¬ 
gestion. The cause underlying the pain in all 
these conditions is endometritis. From the fore¬ 
going it will be seen that it is unnecessary to speak ; 
of uterine, tubal, or ovarian dysmenprrhoea; the 
pain is the same in all and the cause of the pain is 
the same. 

The spasmodic cases .—The unravelling of these is 
by no means so simple a task as the foregoing, and 
we must admit that the pathology of them is very 
obscure. Nevertheless the results of treatment 
and a consideration of their natural history does 
much to dispel the mystery which has surrounded 
{hem from time immemorial. 

In typical cases the pain is menstrual in type 
and accompanies the flow, sometimes commencing | 
just an hour or two before the flow begins, but not 
being relieved by the flow. The pain is griping in 
character and is intermittent, not at all like the 
-constant aching pain of the congestive cases. The 
pain rarely lasts more than a couple of days, and 
is sometimes accompanied by vomiting. From a 
•consideration of these facts one is irresistibly drawn 
•towards the conclusion that the pains are in some 
way dependent upon painful uterine contractions. 
This fact led undoubtedly to the old view, that the 
contractions of the uterus were painful because 
they had to overcome some obstruction in expelling 
the uterine contents. Let us be quite clear on this 
fact, that at all times the uterus has to contract to 
expel its contents, even if it is only a little mucus. 
Discharges do not flow out of the uterus by them¬ 
selves. We see this well borne out in those cases 


of senile uteri the subjects of pyometra. The senile 
mucous membrane sometimes becomes infected 
and secretes pus, and owing to the great muscular 
degeneration of the uterine walls no contractions 
occur to expel this pus. As a result it collects and 
distends the uterus even to half a pint or more, 
although the os uteri is open, and one would think 
the pus had only to flow out. Herman and others 
who oppose the obstruction theory have shown 
that it is just as easy, or more so, to pass a sound 
into the uterus in these spasmodic cases during 
menstruation as at other times. In fact, these 
authorities have shown clearly that there is no 
obstruction. We might perhaps believe in the 
obstruction view if clots had to be expelled, but 
this is not the case. When clots form in these 
cases they form in the vagina and not in the uterus. 
Therefore we are forced to believe that as only 
fluid blood and mucus have to be expelled from 
the uterus there can be no obstruction. It has 
been suggested that the cause of the pain is hyper- 
sensitiveness of the internal os; but we know that 
in all patients the internal os is the most sensitive 
part of the canal, as anyone of us must have found 
who has attempted to dilate a uterus without an 
anaesthetic. There is no real evidence to support 
this view. 

Turning to the natural history of these cases, 
we find that they occur most frequently in virgins, 
or in married women who have had no children, 
practically never in mothers. Also we find a most 
important fact, and that is, that pregnancy cures 
them, as a rule. This raises at once an important 
question, Why should pregnancy cure them ? We 
must seek for an answer in the effect of pregnancy 
on the uterus. Pregnancy leads to the greatest 
possible development of the uterine muscle, and 
labour stretches the lower uterine segment to its 
utmost capacity. The natural corollary to this is 
that the spasmodic cases owe their pain primarily 
to an undeveloped condition of the uterine muscle, 
perhaps in addition to an unyielding condition of 
the lower uterine segment. Can we support this 
contention by anything we can find by examining 
the uterus itself in these cases? We must agree 
that we can. It is common to find that these uteri 
are small; sometimes they are retroverted, and 
have in connection with them a short posterior 
vaginal wall. Sometimes, and more often so, they 
are anteverted, and have an unusual degree of 
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anterior bending, an excess of the normal ante- I 
flexion. Very often along with these conditions 
they have a long, conical-shaped vaginal portion, 
with a small pinhole external os. All this points 
to congenital malformation of the organ, and it is 
at least reasonable to suppose that if the external 
form is malformed, the internal texture—that is, the 
muscle coat—is also not normal. Again, sterility 
often accompanies the spasmodic cases, and 
although it may be the result partly of the shape 
of the cervix, it is much more likely that the lining 
of the uterus is not normal, and so does not afford 
a suitable surface in which an ovum can be j 
imbedded. These considerations led up to the I 
elaboration of Theiihaber’s view, that the uterine 
muscle was primarily at fault in these cases. 
Theilhaber argues that a well-developed uterine 
muscle is necessary for normal menstruation for 
three chief reasons : (1) to help on the circulation 
in the uterine veins; (2) to control excessive influxes 
of blood by squeezing it out and so preventing 
tension ; (3) to expel the uterine contents. If the 
muscle is poorly developed, the physiological extra 
flow of blood to the uterus abnormally distends 
the vessels of the organ. The muscle attempts to 
control this by contractions, but these contractions, 
being feeble and irregular, become spasmodic and I 
painful as a result, just as any muscle which is | 
feeble or tired, acting against an unusual resistance, j 
becomes jerky, spasmodic, and painful. We must 
all of us have experienced this kind of thing in our 
voluntary muscles. The spasmodic contractions 
do, however, succeed in emptying the uterus and 
its vessels, only to go through the same process as 
the organ becomes again distended. Theiihaber’s | 
theory is not negatived by those anomalous cases 1 
in which pain is both premenstrual and menstrual, 
for we know that virgins may acquire endometritis, 
and so we have the characteristics of the congestive 
variety of dysmenorrhcea added to those of the 
spasmodic. There is no difficulty in believing that 
patients who have endometritis may also have a 
badly developed uterine muscle. 

Membranous dysmenorrhcea .—Clinically these 
are well-marked cases, and not very common. 
Some authors have attempted to show that these 
cases are much more common than is generally 
believed, but it must be conceded that not every 
patient who passes shreds and pieces with pain 
during menstruation has a true membranous dys- 


menorrhoea. The character of the pain generally 
marks out the real cases of this variety. Com¬ 
mencing before the flow, the pain gradually in¬ 
creases in intensity, with a scanty loss for a day or 
two, and then with excessive spasmodic pain at 
last a mass of tissue is passed. After this the pain 
is relieved, the flow continues in fair quantity for 
a short time longer, and nothing out of the ordi¬ 
nary marks the rest of the period. The substance 
passed commonly retains the shape of the uterine 
cavity, and most commonly is a solid mass. Not 
always, however, is this the case, for exceptionally 
one sees a cast of the uterus expelled which has a 
cavity and openings in it. We have been taught 
to believe that this is the common variety of 
menstrual membrane, but having now seen a con¬ 
siderable number of these specimens, the writer 
is convinced that hollow casts are quite ex¬ 
ceptional. Microscopically these casts, whether 
hollow or solid, consist of a delicate connective- 
tissue matrix, whose interstices contain remains 
of uterine glands and are usually stuffed full of 
leucocytes.* Very few connective-tissue corpuscles 
are seen and never anything approaching decidual 
cells in appearance. The explanation of this phe¬ 
nomenon is by no means clear, and its pathology 
is equally hypothetical. The appearances of the 
casts suggest that with the extreme capillary con¬ 
gestion of menstruation a diapedesis of leucocytes 
occurs into the endometrium instead of an actual 
blood-extravasation. Thfs, perhaps, might be 
explained by a possible unusually unyielding 
character of endometrium, preventing rupture of 
blood-vessels but allowing diapedesis. Finally, 
when the superficial layers of the endometrium 
are converted into a solid mass of leucocytes, 
glands, and connective tissue, a line of separation, 
probably the result of deep blood-extravasation, 
occurs, and the whole is cast off. It has been 
suggested that endometritis in some form is re¬ 
sponsible for the condition, but there is no proof 
whatever of this; in fact, the clinical history is 
usually against it. 

The treatment of dysmenorrhcea is fairly satis¬ 
factory on the whole if the individual is healthy 
in other respects, and especially if free from 
neurasthenia. The combination of neurasthenia 


and dysmenorrhcea is usually responsible for those 
cases in which treatment is disappointing. Neuras¬ 
thenia will always tend to magnify any pain or 
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discomfort which the subjects of it have, and 
therefore it is not surprising that dysmenorrhcea 
should become a serious condition in neurasthenic 
individuals. In an individual of this type seclusion, 
rest, massage, and feeding should be the first 
treatment, on the supposition that with general 
improvement mentally and physically, the dys¬ 
menorrhcea will probably be relieved. It is a 
mistake to perform operations (except for marked 
pathological conditions) in neurasthenic patients 
before their general tone is improved. The difficulty 
of such cases is to discriminate between the primary 
neurasthenic individual and the person who has 
become neurasthenic on account of dysmenorrhcea 
and perhaps intermenstrual pain, the result of tubal 
and ovarian inflammatory disease. In the latter 
case operations sometimes effect a cure, the neuras¬ 
thenia disappearing with the painful conditions. 
Plenty of cases are on record in which dilatation, 
curettage, removal of ovaries, etc., have been per¬ 
formed without the least improvement in the 
neurasthenia, fresh pains and aches arising to take 
the place of those due to menstruation. 

In otherwise healthy individuals, on the other 
hand, good prospects of cure can be held out as 
the result of well-chosen treatment. Every case, 
of course, has to be treated on its merits, and those 
showing real pathological conditions which can be 
removed will have the best prognosis. 

Congestive cases whose underlying basis is 
endometritis without tubal or ovarian inflammation 
are best treated by dilatation and curettage, and 
are usually cured. The essential point, however, 
in their cure is scrupulous asepsis. A carelessly 
performed curettage is not necessarily attended by 
fatal results (though this may occur), but leaving 
the uterus mildly septic recovery is slow, the endo¬ 
metritis recurs at once , and no benefit whatever 
results. To remove the old mucous membrane 
and insure its replacement by a non-congested 
normal endometrium is the goal of every curettage 
in these cases, and any sepsis will at once prevent 
success. When real salpingo-oophoritis has been 
or is present suitable operations for the conservation 
or removal of diseased structures must be performed. 
It will often be found possible to break down 
adhesions, open up the Fallopian tubes, and remove 
cystic portions of ovaries without sacrificing the 
entire sexual organs. As far as palliative treatment 
in these cases goes, congestion may often be 


relieved by purgation, hot baths, hot vaginal 
douches, and vaginal suppositories of ichthyol. In 
married women such treatment may relieve sym¬ 
ptoms for a time ; in unmarried it is, however, not 
advisable. There is no form of treatment worse 
for the mental condition of an unmarried girl than 
constant local genital applications; it is far better 
in such cases to perform some curative operation 
under an anaesthetic. In the spasmodic cases 
treatment is not so satisfactory, but still much 
can be done. Dissatisfaction arises almost in¬ 
variably when simple dilatation of the cervix has 
been performed, especially if only three or four 
Hegar’s dilators have been used without an anaes¬ 
thetic. Such treatment is useless, and is only 
begging the question. Thorough dilatation under 
; an anaesthetic up to 16 or 18 Hegar is absolutely 
essential if any lasting benefit is to accrue. In the 
writer’s opinion this should always be followed by 
a thorough curettage. We do not know what the 
condition of the endometrium is in these cases, 
but there can be little doubt that it is not normal. 
By removing it we hope that a new and more 
normal endometrium will be formed. If the cervix 
is long and conical, it is as well to slit it backwards, 
putting in sutures to prevent adhesion of the cut 
edges, in addition to dilatation and curettage. 
This method of treatment not only cures the 
pain absolutely in many cases, and for a time in 
others, but also puts the patient, if married, in the 
best condition to become pregnant, if the ovaries 
and tubes can be assumed to be healthy. 

Drugs sometimes give temporary relief both in 
congestive and spasmodic forms, antipyrin and 
phenacetin being the two which more commonly can 
j be relied upon. The worst of drug treatment is, 
i practically, that even if the administration of a 
drug relieves pain it does not prevent it, and it 
does not so improve the feelings of the patient as 
to make her fit to work at the time. 

There is no doubt that alcohol should be for¬ 
bidden and morphia never prescribed for dys¬ 
menorrhcea, on account of the ease and certainty 
by which a habit can be established by the use of 
these two drugs. 

If palliative treatment is to be relied upon, a 
much surer method is to attend to general con- 
1 ditions, such as bowels, digestion, diet, exercise, 
sleep, etc., hoping in this way to induce as healthy 
a tone as possible. 

The only treatment which has given any good 
j result in membranous dysmenorrhcea is thorough 
I curettage, on the supposition that some form of 
endometritis is the basis of the disease. Certainly 
drugs seem to have very little effect in this form. 

February 25 th, 1907. 
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Gentlemen,— The subject of this lecture, psoriasis, 
is one of the most important in dermatology. There 
are a large number of diseases of the skin which 
are scarcely more than curiosities, and are so rare 
that only those who devote themselves entirely to 
the subject of dermatology are likely to know them, 
and it is those only who find it worth while to 
know them. But psoriasis is on a different footing. 
It forms between 6 per cent, and 7 per cent, of all 
the forms of skin disease which are met with, and 
it is, therefore, one of the most common of skin 
affections, and is one of the dozen skin diseases 
which every practitioner should be something more 
than ordinarily familiar with. Indeed, he should 
know psoriasis as well as he should know pneumonia 
and many other common and important diseases. 
I say that, because it is a disease which he is sure 
to meet with a greater number of cases of, and it is 
also somewhat troublesome to treat successfully. 
It occurs very frequently, in some cases annually, 
or at all events at frequent intervals. And if the 
practitioner is unsuccessful in the treatment of 
these cases at the beginning he will often see an 
easily-destroyed weed converted into one of the 
hardiest annuals which fall to the lot of the medical 
practitioner. The definition of psoriasis is that 
it is a chronic inflammation occurring chiefly on the 
extensor aspects of the body, forming patches with 
a red base, a more or less scaly crust, and with a 
great tendency to recur. I propose, first of all, to 
sketch to you a typical case, and then show you how 
it may vary from that type. I exhibit before you 
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pictures of what one may call fairly typical cases, 
not very extreme in degree but well developed. 
Now in psoriasis, as in a large proportion of skin 
diseases, the distribution is often a finger-post 
pointing to the diagnosis, although, of course, not 
to be taken by itself. Psoriasis occurs chiefly on 
the extensor aspects of the limbs, and next fre¬ 
quently on the trunk, then on the scalp, and then 
at a long interval of frequency on every place, such 
as the face, the palms, and the soles. No part is 
exempt. On the parts other than those I have 
mentioned the disease is not so frequently seen. A 
patch of psoriasis stands out in strong relief against 
the healthy skin, and, as you can see by these 
pictures, the transition is quite abrupt from the 
diseased to the healthy skin. The shape of the 
patches is circular or oval if they are single and 
not compound patches, and they are covered by a 
scaly crust. I want you to bear in mind the 
difference between mere scaliness and crusting. 
There are a number of dry, scaly eruptions pro¬ 
duced by different forms of dermatitis, but not so 
many in which the scales adhere into a crust such 
as is depicted here. Therefore, that is one of the 
distinguishing features. And this crust consists 
purely of scales in which the silvery appearance 
is due to air being impregnated between the 
scales. This scaly crust adheres more or less 
closely, and sometimes it is quite difficult to 
detach it. It is on a raised, reddened base, only 
visible after you have removed the crust. If you 
scrape that off with the nail and look at it with a 
lens you will see that there are some bright red 
spots or points, some of which will probably be set 
bleeding by the detachment of the last thin 
pellicle. So that these bright red points come 
to be quite a characteristic feature in psoriasis. 
The way in which the disease develops, as a whole, 
differs in the first attack from that followed in the 
second and subsequent attack ; and that difference 
is quite important, though I have only noticed it 
of late years. A first attack, you will often find, 
begins as one or two patches in one region of the 
body, and after remaining in this way for weeks, or 
even months, or occasionally longer, it begins to 
spread. And it will spread locally—that is to say, 
with multiplication of patches in the neighbourhood 
of the primary one—or it becomes general and 
spreads symmetrically. Evidently there is a 
primary patch, and sooner or later the organisms, 


or whatever the materies rnorbi may be, which we 
will discuss later, is absorbed into the circulation, 
and then it becomes a symmetrical eruption. This 
suggests that if only one can attack those primary 
patches at an early stage and thoroughly eradicate 
them, one may probably cure the disease with such 
thoroughness that it will not recur. But if it has 
gone on to the stage of general symmetrical 
development then you only cure that attack, and 
recurrence is fairly sure to happen. That feature 
of development from a primary patch, I think, is 
likely to become an important generalisation in a 
large number of cases of dermatitis. It was first 
noticed in pityriasis rosea, but it is also noticeable 
in many other forms of dermatitis. I want to 
draw your attention specially to it, because it is of 
the highest importance that if you see a first attack 
with one or two patches such as are shown here 
you may hope to stamp out the disease if you treat 
it vigorously and successfully. Then as to the 
mode of development of these individual patches. 
First, it begins as a minute papule, perhaps no 
larger than a pin’s head; it looks like a little 
reddened elevation, slightly convex, not distinctly 
pointed, and perhaps it looks red and smooth. 
But, however small it is, if you give it a slight 
scratch with your nail you will see that there is a 
little scaly cap to it. That is very distinctive, and 
slight scratching of the lesion is also useful in the 
later stage to test whether the last fragment of 
disease has been removed. Then from the minute 
papule it goes on to a slightly larger one, and 
spreads at the periphery, so that now you probably 
find a flat patch of the size of a hemp-seed or pea. 
From that it goes to still larger patches, and then 
larger still. But when it is a primary patch—that 
is to say, a patch not made up of several patches 
coalescing—it seldom exceeds the size of a crown 
piece. When the patches coalesce, however, they 
may attain almost any size. There is a compound 
patch vqry well represented in one of these drawings. 
The older writers, when working out diseases of 
the skin—and they have only been worked out for 
about a hundred years—describe each one of these 
phases as a different variety, and so we find the 
origin of the names psoriasis punctata, psoriasis 
guttata, psoriasis nummulata, and then psoriasis 
diffusa. This, therefore, is but a crescettdo • series 
marking stages of development. When psoriasis 
is getting better, the first sign of improvement is a 
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clearing up of the centre. You find that it is 
not nearly so prominent, but is sunk down nearly 
to the level of the skin, and by degrees the scaliness 
ceases and you get a clear or circinate patch. If 
it occurs in a compound form you get a gyrate 
outline with clear centre. These, therefore, are 
involution stages. And if the process goes on 
further, gradually these circles are broken up into 
fragments, and finally there are only a few minute 
fragments left, which also eventually disappear. 
Pigmentation may sometimes follow, but by no 
means always, and it does so more frequently if the 
case has been treated by arsenic. There is, how¬ 
ever, one form requiring separate description, which 
is called psoriasis gyrata. In this the disease has 
not f ormed exactly as above described ; the gyrate 
elements are not the sign of involution, but the 
disease develops gyrately from, the beginning, and 
remains like it throughout its course. Therefore 
they are called primary gyrate cases, and the 
others are known as secondary gyrate cases. 
Primary gyration does not indicate involution. 
It looks as if the skin picked out hair-follicles, 
and so tended to form circles. All the other 
mentioned names only indicate the stages of 
development and are not true varieties. But 
our forefathers did not know all that, and so 
they were justified in christening them as they did. 
And there is this further justification—that in some 
cases, the disease stops at any one of these stages, 
and you may find throughout the whole course 
that it never gets beyond quite small patches. 
Even where there are some large patches some of 
them remain small the whole time. In children 
that is frequently the case, and in adults occasion¬ 
ally. Other varieties were named according to the 
character of the crusts. Sometimes crusts are very 
much heaped up, as we see here, and as each 
successive layer is formed and the disease spreads 
the original scaly layer adheres to the rest of the 
crust, and so gradually there is formed a raised 
and limpet-sheli-like crust, which is called psori¬ 
asis rupioides because it has the same form as 
syphilitic rupia. And in some cases there is slight 
purulent exudation under the crusts, and that is 
called psoriasis empiodes ; but that is very rare— 
I have not seen one for several years. Psoriasis, 
therefore, is a dry inflammation throughout its 
whole course unless it has been injudiciously 
treated. It especially begins on the elbows, knees, 


and scalp, and it spreads from those parts. But 
there are exceptions to that, and one of them is a 
patient who has been kind enough to come from 
Slough to show himself to you. He has had 
several attacks, and they have always begun on 
the face. He allowed me to take his portraitsome 
years ago, and you can see it in my atlas. He has 
been under treatment and his disease is improving 
now, but you can see it is occupying the same 
situation on the face and neck, although his attacks 
are not now so bad as they were formerly. It is 
quite an unusual thing for the lower part of the 
face to be affected to any considerable degree, 
except, perhaps, in suckling women, and to that 
matter I shall specially refer. But this patient is 
an exception to the general rule, though he keeps 
to the rule for himself in each fresh attack. You 
see the same thing with regard to the palm and the 
sole. It is exceptional for those parts to be 
affected, but in the case of the woman whose 
portrait I show you the attacks always began on 
the palm and the sole. And again each attack 
remains true to itself. We find the same thing in 
other diseases—that while exceptional features may 
be the rule for individual patients they are rare 
compared with the generality. In this other case 
the scalp was very badly affected, and it spread 
from thence to the adjacent parts of the forehead 
and neck. It is not uncommon to find psoriasis 
on the forehead when the head is much involved, 
while it is uncommon to see it commencing in the 
lower part of the face. Psoriasis also attacks the 
nails, and especially at the borders, usually at 
the outer or inner borders, beginning generally at 
the periphery and working downwards. Still, it 
may commence on the lower part and may affect 
the whole blade. One of these patients shows 
that point; in fact, it illustrates nearly all the 
important features in regard to that. His knees 
are free. The disease commenced on the scalp 
and remained there a long time before it developed 
elsewhere. This is his first attack, and I want to 
show you that all first attacks do not follow the 
usual rule in regard to distribution. It is starting 
away from the original place to become more or 
less general. After the first attack, the outbreak is 
symmetrical and more or less widely spread, 
according to the character of the individual. One 
person will have only a few patches on the elbows 
and knees or some other region, whereas others 
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will have the disease more or less generalised over 
the body. Some will have an outbreak once a 
year, while others will be no sooner out of one 
attack than they have another. Some will go for 
several years in between attacks. 

The next patient has been brought to show you 
another feature, namely, that when the disease is 
chronic you get a great deal of induration, and 
there is much corrugation and thickening of the 
natural folds of the skin, so that one can almost 
strike a match on the affected area. It has been 
coming out for about sixteen years but he has 
enjoyed periods of freedom from it. His attacks 
started on the scalp, and he thinks it was in the 
head six months before it began to affect other 
parts of his body, but in all the subsequent attacks 
the eruption has begun on several parts at once. 
The lumbar region is a very common position for 
it, and very often the patches are very much 
indurated and thickened, and there is, of course, 
proportionate trouble in removing the crusts. If 
you persevere in the treatment and follpw up each 
attack, instead of letting it run its own course, 
you will gradually get the disease into a smaller 
and smaller area, and in the course of years you 
may reduce it to quite small dimensions. This 
shows that the treatment is a little more hopeful 
than in many cases appears probable. That is an 
experience which I have derived only from watch¬ 
ing cases for many years, and noting the advantage 
of attacking every fresh outbreak and persevering 
in the treatment. This man also shows the method 
in which the disease attacks the nails. At the top 
corner the nail becomes more or less detached, 
and there is a pale yellowish discolouration and 
more or less thickening and splitting, very often 
with an accumulation of epithelium underneath it. 
Thence it spreads downwards to the matrix or to 
the bed of the nail under the fold ; then gets in the 
middle and works upwards. Hutchinson regards 
the disease beginning in this way in the nails as 
so absolutely characteristic of psoriasis that even 
if there is no skin eruption one can recognise it by 
that. I believe that it is probably a true generalisa¬ 
tion, but that it is not without exception, and 
many of these chronic inflammations look so very 
similar to each other that unless there is an 
eruption on the skin to help you it is often very 
difficult to say what was the cause of the inflamma¬ 
tion of the matrix which produced the deformity 


and discolouration of the nails. Still, if you saw 
one corner or top of nail discoloured and separated 
psoriasis would be the first disease to think of. 
But I do not think it is absolutely the only one to 
produce it. 

With regard to the etiology of psoriasis, it may 
occur at any age over five, but no age is absolutely 
exempt. The youngest on record is a case in 
which it is said to have commenced when the child 
was only five or six days old, and it was shown at 
the Dermatological Society of Vienna before the 
child was six weeks old, and no one disputed the 
diagnosis there. Therefore, we may conclude that 
there was a case in which the disease actually 
commenced within a few days of birth. But as a 
matter of fact the disease is very rare indeed under 
three years of age, and exceptionally so under 
twelve months. I have never seen a case under 
twelve months, and only two or three under two 
years. After five years old it begins to get fairly 
common, and 72 per cent, of the cases occur before 
the patient reaches thirty-two years of age. The 
numbers of these are taken from my own statistics. 
Of the 72 per cent, occurring below thirty-two, 24 
per cent, occurred between five and twelve years of 
age, 24 per cent, between twelve and twenty years 
of age, and 24 per cent, between twenty and thirty 
years of age. That is the curious coincidence in 
an analysis of a large number of cases. Another 
feature is that there were 22^ per cent, between 
thirty and fifty, and here again the decades are 
equal in number—that is to say, between thirty 
and forty were equal to those betw-een forty and 
fifty. Only 5^ per cent, of the cases began after 
fifty years of age. By that I want you to under¬ 
stand that they did not have their first attack until 
after fifty. But of course, as I have already said, 
patients who have had it in childhood may go on 
having it up to any age. On the other hand, just 
as there was no absolute limit as to the early age at 
which it might commence, so there is no absolute 
limit at the other end. I have seen a case which 
began at the age of eighty-one, and there is another 
which Wilson records which began at eighty-five, so 
no one can be sure they will not get it before they 
die. Still, we might insure for a very small pre¬ 
mium against it after fifty years of age. There is 
no great difference in the sex incidence; the rate of 
attack of males and females is fairly equal. We 
may therefore say that sex has no significance. 
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neither has position in life. Among hospital 
patients some 7 per cent, have it, and amongst 
private patients some 6 per cent. So there is not 
very much to go upon in that way. With regard 
to season, certainly a large proportion of the 
cases begin in the spring. Another proportion 
begins in the autumn, and a fair number in the 
winter. Only a comparatively few begin in the 
warmest weather. There is no doubt it is a cold 
weather disease. In Iceland the statistics show 
that as many as 8 per cent, of the skin-disease 
patients have psoriasis, while here it is 1 per cent, 
or 2 per cent. less. And in warmer or more 
equable climates it certainly runs a milder course 
and is less frequent than in cold climates. 

With regard to the general health in the young— 
that is to say, in patients below thirty years of age— 
there seems to be nothing in the general health 
which has a predisposing influence. The majority 
of cases are perfectly well and healthy, and Hebra 
went so far as to say that psoriasis was a disease of 
the healthy person. This, like most epigrams, is a 
slight exaggeration, but it enunciates a general truth 
applicable to younger patients. But in the cases 
in which the disease occurs over thirty years of 
age there is often to be found some faulty assimila¬ 
tion, such as is connected with gout or rheumatism. 
But though this plays a certain part in it, its part 
is not nearly so large as the laity, and the profession 
too, ascribe to it. Certainly gout is an aggravation, 
but a greater etiological factor is the disease called 
rheumatoid arthritis. Of course, if you take a 
hundred cases of psoriasis and inquire into their 
etiology you will find very few cases of rheumatoid 
arthritis among them ; but if you were to take a 
hundred cases of rheumatoid arthritis there would 
be a considerable number of cases of psoriasis 
amongst them, and that is because, taken all around, 
rheumatoid arthritis is not a common disease. 
Another cause among older people is worry and 
anxiety and acute mental upset. In suckling 
women, as I have already said, it is very common. 
If a woman has been subject to psoriasis and she 
becomes pregnant I always warn her not to suckle 
her child. If she does she is almost certain to be in 
for a very severe attack. I have noticed in a large 
number of lactation cases that the face is, in 
those circumstances, liable to be very much in¬ 
volved. There is a very curious case recorded 
bearing on this matter, by Dr. McCall Anderson. 


A woman who was the subject of psoriasis had it 
every time she suckled her boys, but not when 
she suckled her girls. That was no doubt because 
the boys were more vigorous, and “ took it out of 
her” more than the girls did. But, as a rule, the 
suckling of babies in women subject to psoriasis is, 
either in the case of girls or boys, very likely to 
bring on an acute attack. 

With regard to heredity, it undoubtedly plays a 
part, and if there is a family of four or five children 
and one of the parents is subject to psoriasis, at least 
one out of that family of four or five will be likely 
to have it at some period of his or her life. But 
it does not necessarily follow, and it is only 
exceptional to find several members of the family 
suffering from it. Still, I know one family in 
which five out of seven children have had the dis¬ 
ease. Therefore, when I am asked, as I am some¬ 
times, “ Is psoriasis a bar to matrimony ” ? I say 
it is not, and I have had no occasion to “ forbid 
the banns ” so far. Another reason for this decision 
is that it is not in any way a contagious disease, at 
all events in the ordinary sense of the word. And 
it is not a disease which is disabling, except in a 
very few and very extensive cases. Another 
exciting condition seems to be vaccination and 
re-vaccination. Several instances have occurred 
in which re-vaccination seems to have started the 
disease. It is difficult to explain why that should 
be, but there is the fact, that in several well-known 
instances the disease has started in the immediate 
neighbourhood of the vaccination vesicles, and 
in several of those instances the patient had not 
had psoriasis before. Still, the number of cases in 
which that occurs is very small indeed compared 
| with the thousands who are daily vaccinated. If 
anyone asks me if psoriasis is contagious I say “No.” 
I do not know of any instance, for example, where 
a husband has communicated it to his wife, or the 
wife to the husband. But there have been a very 
few instances recorded in which it appears to 
have been communicated from one to another. A 
Frenchman named Destot, after a great deal of 
trouble and many failures, apparently did succeed 
in inoculating himself from the scales of a psoriasis 
j patient, having scraped the surface and diligently 
j rubbed in some of the scales to his own skin. But 
I that kind of thing is true of a considerable number 
| of diseases. Theoretically they are contagious, but 
j practically they are not, and at all events it is very 
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difficult, even with the greatest trouble and with 
scientific attempts, to transmit it. Still, even one 
instance like that which I have spoken of goes 
far to suggest that the disease is due to a micro¬ 
organism. There have been two theories, and one, 
which was prevalent for a long time, was that it 
was due to a tropho-neurosis in some form, though 
no one has been able to demonstrate how or why 
it could produce it, and I do not believe it for 
a moment. I believe the disease to be a micro- 
parasitic one, and the fact that it commences 
locally in a primary patch is very strongly in favour 
of that view. And a single successful inoculation 
is more valuable than are thousands of failures. I 
believe, then, that the true pathogeny of the disease 
is that it is microbial, and that this microbe gets 
into the skin and proliferates, and thence into the 
circulation. And when once the micro-parasite 
gets into the blood it is very difficult indeed to get 
it out again altogether. It has periods of quiesence, 
and may lie dormant for months or years and then 
recrudesce. But when an eruption is symmetrical 
it seems to me that it must come through the blood. 
And though we do not now discuss the “humours” 
of the blood as the older physicians did, it may 
well be that the cause is a parasitic one. The 
parasite is probably a very common one, though 
we have not, as yet, isolated it. It seems that 
only a certain number of people grow it. What 
is called heredity in connection with the disease 
is probably that the parent imparts to one or 
other of his or her children the kind of soil which 
will grow this parasite if it has the opportunity— 
that is to say, if it is once implanted in the skin. 
The heredity consists in the handing down of a 
suitable soil—not a direct heredity in the way of 
transferring the actual cause of the disease from 
parent to child. And that we know is true in 
the majority of diseases which are known as 
hereditary. When we speak of the heredity of 
consumption we do not mean that the bacillus 
becomes implanted in the patient’s tissues from his 
parents, but that he has inherited from his parents 
the particular kind of tissue in which the bacillus 
is sure to flourish if it gets the chance. That is 
apparently what occurs in psoriasis. As to the 
pathology of a patch, there has been a good deal 
of dispute about it, but, on the whole, there is a 
general consensus of opinion that it is a chronic 
inflammation of the papillary layer of the skin. 


Some have said that the changes begin in the rete, 
and that the inflammation is secondary; but the 
majority of observers are agreed that it begins in 
the rete only in the sense that the parasite first 
proliferates there and leads to the inflammation. 
I have told you in regard to the prognosis that 
the rule is recurrence. About 90 per cent, 
of the cases recur, but I have already mentioned 
that if you will steadily and perseveringly treat 
each fresh outbreak as promptly as possible 
it can be reduced to a very great extent, 
although you cannot expect to bring it to an 
abrupt standstill. Therefore the history of the 
primary patch, and the fact that one has been 
able to observe after a large number of years that 
the disease as a whole can be reduced, shows the 
importance of removing every little speck in each 
attack, and I strongly urge upon patients not to 
be content to get rid of the bulk of the disease, but 
to remove every possible particle, though it is 
often far more trouble to remove the last specks 
of the disease than to remove the outbreak as a 
whole. 

One of the sequelae of the development of the 
disease is its transition into pityriasis rubra. The 
inflammation in psoriasis is, as a rule, chronic and 
slow, but in some cases it develops much more 
acutely than I have hitherto described. In those 
cases, instead of scales adhering together they are 
thrown off almost as rapidly as they are formed, 
and then, instead of there being a crusted disease 
it is a flaky one. There is a highly reddened 
surface, with flaky scales which are easily shelled 
off or detached artifically, or will detach themselves 
as fresh ones form underneath. It is this class of 
case which is apt to go on to pityriasis rubra, 
the feature of that disease also being a highly 
reddened surface with constant exfoliation of scales, 
but instead of being limited to certain regions 
the whole surface of the body is affected. In 
diseases of the skin we draw a distinction between 
general eruptions and universal eruptions. Psori¬ 
asis is a general eruption, but it is never, in my 
experience, so general as to prevent one finding 
areas untouched by it somewhere on the body. 
But when psoriasis proceeds to pityriasis rubra 
then you may get a condition affecting the whole 
body without any part being free. Once pityriasis 
rubra has developed it runs the course of that 
condition and not infrequently when the pityriasis 
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rubra has been removed some of the original 
patches of psoriasis reappear. 

Now I want to say something with regard to the 
diseases with which it may be confused. One of 
the most common and one of the most difficult to 
distinguish, and perhaps one of the least important, 
is a form of seborrhceic inflammation—seborrhcea 
psoriasiformis—so called because the patches are 
very like those of psoriasis, though not exactly 
the same* associated with seborrhcea of the scalp, 
and very frequently with patches in the scalp of the 
nature of which I show you You also get in this 
disease an eruption on the scalp with inflammatory 
discs very much like psoriasis, but chiefly in the 
fact that the scaliness, instead of being abundant, 
silvery, and heaped up, is yellowish, fatty, and 
comparatively scanty. Also it does not attack the 
special situations of psoriasis, but involves the 
axillae, the groins, and the trunk in various parts, 
though it may also affect the limbs. The scalp is 
almost invariably either the seat of inflammatory 
patches or, at all events, of the condition known as 
seborrhcea. 

With regard to the scaly syphilitic eruption, that 
is more important. The older writers used to 
speak of syphilitic psoriasis; modern dermato¬ 
logists, however, deprecate the use of that term, 
because the scaly eruptions which occur in relation 
to syphilis are quite different from the ^caly 
eruptions of psoriasis, and syphilis and psoriasis 
have nothing whatever to do with each other. We 
have a patient attending at the out-patients’ at the 
present time who came here with psoriasis. After 
he had been attending here a year or two he 
contracted syphilis. The syphilis yielded to 
treatment and did not affect the patches of 
psoriasis or modify them in any degree, nor did it 
alter their appearance at all. And after the 
syphilis had disappeared the psoriasis continued 
exactly as before. That sufficiently disposes of 
any idea of a relationship between the two 
conditions. There remains only the fact that there 
is a dry, scaly eruption in the secondary or tertiary 
stage of syphilis, and that psoriasis itself is a dry 
scaly eruption. I show you an illustration of a 
common scaly syphilide at the early period. The 
patches in the first place are small, and remain 
small. They are seldom over half an inch in size, 
and it does not attack specially the extensor aspects 
of the limbs, but comes quite as much on the 


flexor; further, it does not, generally speaking, 
attack distant parts. You see psoriasis on the 
elbows and knees, and nowhere else, but you do 
not see a scaly syphilide so limited; it may spread 
all over the body, but it does so generally by succes¬ 
sive crops, practically in continuity, and you may 
find in one individual all stages of the eruption in 
the secondary period, some developing, some going 
away, and the stains of lesions which have gone 
away. Another scaly syphilide is the circinate 
form, of which you see examples here, showing 
either a coarse or a delicate scaly border. 
There, again, the Eruption forms like that at the 
commencement, and it occurs specially at the back 
of the hand and adjoining parts. Unna suggests 
that it is modified by the seborrhceic condition. 
However that may be, you find scaly rings, but the 
scales are never so abundant as in psoriasis, and 
they are much more delicate and really different in 
aspect. In the late stage there is the palmar 
syphilide, which was formerly called syphilitic 
psoriasis of the palm, because at one time there 
was an erroneous opinion abroad that psoriasis 
—that is to say, ordinary psoriasis—did not attack 
the palm. But that is a mistake. The palm is 
not a common place for it, but may be attacked. 
Here is an illustration of the late palmar syphilide, 
and this manifestation especially occurs in people 
engaged in manual labour, or who do anything, 
such as rowing, which produces an irritation of the 
palm. But in some patients, quite apart from 
the use of the palm, there seems to be a 
special proclivity to attack that part. The 
appearances are somewhat alike. The epidermis 
is denuded and you get a certain amount of 
scaliness. But one important point is that you 
get a special tendency to form circles in the 
syphilide of the palm, the duration is different, and 
the whole thing is, generally speaking, much more 
chronic than psoriasis itself, although there are 
some exceptions. However, the two diseases 
have nothing whatever to do with each other, 
and the one yields to specific treatment while 
the other does not. Again, patches of lichen 
planus may be mistaken in some instances for 
psoriasis. On the leg lichen planus sometimes 
occurs in chronic, scaly patches, and the primary 
papules may not be very apparent unless they 
are carefully searched for in other regions. One 
point is that it is not generally in the psoriasis 
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positions, but, when it is, it has generally a more or 
less violet hue instead of being bright red, and 
this violet hue should suggest lichen planus 
rather than psoriasis, psoriasis being bright red; 
and if you search in the regions most commonly 
affected in lichen planus you will find papules 
of that disease. The scaliness is very much less 
pronounced, and there is often a slightly warty I 
condition in lichen planus which is absent from 1 
almost all cases of psoriasis. | 

Now with regard to treatment. — There are j 
certain general principles with regard to the , 
treatment of psoriasis, as for most other inflam- | 
matory skin diseases. Before you resort to what ' 
we may call specifics you should carefully investi¬ 
gate the general health of the patient, and if you can 
find any defect in his or her digestion, or in the ' 
general constitution any departure from health, | 
you will do far more wisely to deal with that . 
departure from health on the general principles of 
medicine before you attempt to treat by specifics. 

A large number of medical men, immediately they 
meet with a scaly eruption, prescribe arsenic. 
Sometimes it is right, but far more often it is 
wrong. But in the majority of cases of psoriasis 
there is no such defect in health, and therefore 
you may resort to the specifics. And in order to 
be successful, even with the so-called specifics, 
you must have a definite plan on which to work. 
Specifics are the refuge of the destitute—meaning 
that experience has shown that certain remedies do 
good and therefore we give them, though we do 
not thoroughly grasp what is at the bottom of 
the disease. The specifics which experience 
has shown to be most useful in psoriasis are 
arsenic, thyroid extract, and salicin, and, in a few 
cases, mercurial injections. Arsenic is a time- 
honoured remedy, and there are very few cases 
which will be brought to you which have not been 
treated with it to a greater or less extent. But it is 
important to remember that you can do harm with 
arsenic as well as failing to do good. You should : 
avoid giving arsenic where the digestive organs are , 
out of order or there seems any fault in them, 
or where the disease is in process of development, j 
If you irritate the gastro-intestinal mucous mem¬ 
brane you are extremely liable to aggravate nearly 
all inflammatory eruptions of the skin. Experience 
has also shown that if you give arsenic when the 
disease is coming out it is very likely to come out 


faster than before, but if you wait until it has 
reached the stationary stage, then, provided the 
digestive organs are sound, you are likely to do 
good by it, although some patients require very 
large doses before the eruption yields. But 
it is of no use persisting with arsenic after the 
eruption has gone with the idea of warding off any 
future attacks. So far as we know there is no 
prophylactic drug in existence for it. None of the 
things which often are successful in removing the 
eruption seem to prevent-the eruption conting out, 
and the taking of arsenic over prolonged periods is 
apt to bring troubles of its own in the shape 
of pigmentation, thickening of the palms and 
soles, and the creation of horny masses. More¬ 
over, we observe that in some cases where one 
attack overlaps another—which is not a very rare 
occurrence—while arsenic is perhaps doing good 
to the older patches there is no effect on the 
newer ones. Another drug, which formerly had a 
reputation which was then too great but now 
too little, is thyroid extract. When it was first 
brought before the notice of the profession by 
Dr. Byrom Bramwell, who was the first to draw 
attention to it, it was lauded to the skies, and 
everybody thought a remedy for psoriasis had 
been found which was going to cure all the cases. 
But this was found to be wrong. And just as there 
are contra-indications for arsenic and indications 
for it, so there are indications and contra indications 
for thyroid extract. It has been thrown aside 
altogether by a large number of dermatologists and 
medical men generally, some of whom said it ought 
never to have been given, and that it must not be 
given for psoriasis. But, as a matter of fact, 
its action is sometimes most striking. This 
patient from Slough was attending, at the time 
thyroid extract was in vogue, and it acted like 
a charm, and in three months he was cured of 
an extensive attack. But the disappointing 
point is, that in the next attack, which he had 
in the following year, it failed completely, and 
that has been one of the reasons why it has fallen 
into disuse, and almost into disrepute, for the 
disease. One can never be quite sure of the cases 
which will benefit. But if you do get the right 
case the effect is sometimes more rapid than 
from any other internal medication that I know of. 
The difficulty is to know which is the right case. 
You should not give it *hen the eruption is de- 
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veloping. I remember trying it on some cases 
when the eruption was developing, which then 
came out in a most profuse way. Again, you 
should not give it in the case of persons who are 
elderly or who have any weakness of the heart. I 
never give thyroid extract in people over fifty years 
of age. I have seen most depressing effects pro¬ 
duced by it, and the thyroidism can develop to a 
dangerous extent. Another point is that you should 
give thyroid extract gradually—that is to say, begin 
with a single 5-grain dose and not increase it for 
a week or ten days. Then make it a 10-grain dose, 
and ultimately, in the course of a month get up to 
15 grains. I have seldom found it necessary to go 
beyond that, and it would not be wise unless you 
had the patient in bed and under observation con¬ 
stantly. But if given to a young and sound person 
no such harm is likely to accrue. If you have a 
case which has been uninfluenced by other things 
there is no harm in trying thyroid. It is more 
likely to succeed in widespread and active cases 
than where there are only a few chronic patches. 
In fact, for the very chronic patches internal medi¬ 
cation is not worth trying. The last drug I wish to 
mention in treatment is my own little ewe lamb— 
salicin. That is the drug 1 use most largely in the 
treatment of psoriasis, because it is applicable to a 
wider range of cases, and because it is successful in 
a large number of the cases of this disease. I do 
not claim that it cures all cases. I do not claim 
that it cures all attacks in any one patient, though 
it does in the majority; neither do I claim that it 
lias any preventive action any more than arsenic 
has. But I claim that in a large proportion of 
cases it is useful, and that in a very fair proportion 
it is extremely successful. In a few it is rapidly 
successful. The more acute and widespread the 
case, the more likely salicin and its congeners are 
likely to be successful in it. In this patient’s case 
whom I show you the treatment has been successful 
in each attack. But where there are chronic hard 
patches salicin seems to have only a moderate 
effect. The indurated, thickened patches must 
have local treatment to remove the crusts. I should 
not anticipate any striking improvement in them, 
although there is a certain amount of benefit 
observable. In order to get good results ,from 
salicin it is necessary to give it in fairly full doses. 
Begin with 15 grains three times a day directly after 
meals, and increase it up to 20 grains, and even up 


| to a higher dosage. Salicin is soluble up'to 19 
I grains to the ounce; therefore, if you give it of 
greater strength than that it must be suspended in 
| tragacanth or some similar mucilaginous mixture. 
I give salicin instead of salicylate of soda because 
salicin seldom upsets the patient; salicylate of 
j soda very often does. Salicin also can produce a 
, rash of its own—an erythematous eruption of a 
transitory character; but since I have given it so 
j largely—in hundreds of cases—I find the salicin 
! eruption extremely rare—I should say not in more 
than 1 per cent, of the cases. If there is such a 
| rash it is generally morbiliform, with itching, 

| which soon disappears within a short period of 
I the cessation of the drug. Salicylate of soda pro- 
! duces a good deal of depression in full doses, and 
; I chiefly give it when I have reason to believe 
1 there is hepatic indolence and stomach troubles, 
j for which salicylate of soda is often useful; and I 
1 give it more for its effect on the gastro-intestinal 
canal and liver than for its effect in psoriasis, 
j although as a by-product it is often beneficial in 
I both. With regard to intra-muscular injections of 
mercury, these are very rarely resorted to and very 
rarely required. In a few cases which have re¬ 
sisted other treatment altogether I have used those 
injections with success, just in the same way as it 
is used for syphilitic eruptions, although it has 
l nothing to do with syphilis. The preparation I 
| used was the sozo-iodolate of mercury, i grain in- 
■ jected into the buttock deeply once a week, exactly 
1 as for syphilis. 

j The local treatment of psoriasis is very im¬ 
portant. There, again, there are certain drugs which 
; have a special vogue—namely, tar and chrysarobin 
—but they require great care in use. With regard 
to chrysarobin, it is one of the most efficacious of 
the local remedies in certain cases, but in irritable 
cases it often spreads the disease instead of curing 
it. I remember one instance where a very strong 
preparation' of chrysarobin was used, before we 
saw a patient, on the patch in the back, and while 
it had only little effect on that patch there was a 
copious crop of small spots developing in the neigh¬ 
bourhood for several inches beyond the original 
patch. Judgment, therefore, is required in 
adapting the strength of the drug to the condition 
of the skin. If there were great inflammation 
I should treat it, as if it were eczema, with 
calamine liniment, or glycerine of lead lotion, con- 
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stantly applied, and that is an excellent way of treat¬ 
ing other forms of psoriasis in association with a 
tar lotion. The liquor picis, which is the old 
liquor carbonis detergens, should be scrubbed into 
the skin with a stiff brush, and then the limb 
should be wrapped up in a glycerine and lead 
solution, and the whole covered up with oiled silk. 
In this way the most obstinate patches are rapidly 
improved. The large patch on the back of this 
man would get better quicker and more readily 
with that than by any other treatment, but it 
necessitates the patient lying up. I do not say 
it is a very pleasant treatment if used over a 
very large surface, but it is extremely efficacious, 
and a large number of cases yield and improve 
rapidly. After the great bulk of the inflamma¬ 
tion has been reduced by such means I very 
often apply chrysarobin pigment, which I shall 
speak about presently. Chrysarobin may be 
used in almost all chronic patches and in various 
strengths, according to the hyperaemia—io to 30 
grains to the ounce. Stronger applications than 
that must be used with care, and must not be trusted 
to the patient himself; the applications should only 
be made under observation, so that if there is 
erythema set up the drug can be stopped and 
means adopted to subdue such inflammation. 
It may sometimes be used in more acute inflam¬ 
mations in very small quantities—J to 5 grains to 
the ounce of plain oxide of zinc ointment, or some¬ 
times only lard. Some of the more acute cases do 
extremely well with that. When chyrsarobin 
is successful the effect of it is shown in this 
illustration : the skin is left white where the pso¬ 
riasis lesions were, while the chrysarobin staining 
and apparent inflammation is produced around. 
Other applications which can be made over more 
limited areas are mercurial ointments, the yellow 
oxide, the ammoniated and the nitrate may all be 
used, especially for psoriasis of the scalp, either a 
drachm to the ounce, less, or more, according to 
the degree of inflammation which is present. 
There are many other applications employed. 
If the patient is still going about, a combination 
of glycerine and lead with tar solutions is 
extremely good, and it may be used from one 
drachm of liquor carbonis detergens to half an 
ounce, or even one ounce to eight ounces of 
glycerine and lead lotion. This should be rubbed 
in firmly with lint or other soft material. And 


whatever applications are made to psoriasis patches, 
they should be applied as much as possible to the 
individual lesions themselves, and rather vigor¬ 
ously—not simply wiped over. If there are many 
patches close together you cannot pick them out, 
but where there are patches such as are shown in 
this picture, attack the individual ones. According 
to the position of the lesion you have to use diffe¬ 
rent applications. As a rule, ointments are most 
suitable to the scalp, lotions are certainly most 
convenient for the body, but a great deal depends 
on whether the patient is going about following 
his usual avocations, or whether he is in a hos¬ 
pital, either private or public. People who are 
going about cannot use things which smell badly 
or stain, and chrysarobin has the great objection 
that it stains everything that it comes in contact 
with—nails, linen, and skin; and the staining is 
absolutely indelible, and the more you wash it the 
darker the stain becomes. The stain is yellow at 
first, but when in contact wiih the alkali of the 
soap it is turned into an indelible purple. It 
stains the hair and the nails, and it should never 
be used anywhere near the eyes, on the face, or 
even on the scalp, as it is very apt to set up con¬ 
junctivitis and dermatitis far beyond the point of 
application. Patients using it on their head are 
apt to rub their eyes with the same fingers after¬ 
wards, and in that way get conjunctivitis. It is a dis¬ 
abling condition, but not serious. There are other 
preparations of tar which can be used. The old- 
fashioned unguentum picis and lard is very good, 
or oil of cade, or oleum rusci, and juniper pine. 
Also there is Stockholm tar. These are all more 
or less useful for the chronic patches in various 
parts of the body. But they smell, and their 
dirtiness limits their use considerably. There are 
many other things, but those which I have men¬ 
tioned are the ones which the majority of people 
rely upon. Pyrogallic acid is very much pre- 
cribed by some, but should not be used over a 
very large surface, as there may be absorption to a 
poisonous extent. Again, mercurial ointments 
should not be used over a very large area at a 
time, the reason in that case being also the danger 
of salivation. 

With regard to watering-places, there are two 
ways of treating psoriasis at a watering-place. At 
some places the patient is simply soaked, as at 
Aix-les-Bains ; they are put into warm water and 
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left there. In Leuk they live all day in the water, 
or at all events many hours a day; they have a 
floating chess board and floating newspaper supports, 
and play chess and amuse themselves generally 
while they are totally immersed. This simple 
soaking in warm water is certainly efficacious 
and can be used sometimes in the form of a wet 
pack. The scales can be removed, and there are 
then opportunities for applying other things. 
Alkaline baths in the house are very much used 
for removing scales before the more specific appli¬ 
cations are brought to bear. The alkaline bath 
can be made with a quarter of a pound of carbo¬ 
nate of soda, and the bath should be at a tempera- 
of 98° F. (I do not believe in having it really hot), 
and the patient can remain in for twenty minutes 
or upwards. For old people prolonged soaking in 
hot water requires watchfulness, as they become 
faint. These alkaline baths may be used three or 
four times in a week. There are other cases where 
sulphur baths are useful, such as those of Harrogate, 
Strathpeffer, Barege in the Pyrenees, and Aix-la- 
Chapelle. If sulphur waters are used injudiciously, 
eirher too strong, or the patient is immersed too 
much in a very active case, the disease may easily be 
made much worse instead of better, as I have often 
witnessed. There are a few spas whose waters 
contain arsenic to a greater or less extent, and 
patients resort there for arsenical treatment. The 
three principal places are La Bourboule, Levico, 
and Roncegno in the Tyrol, near Trieste. In the 
last two of those places the arsenic in the waters is 
considerable in amount. There is no very great 
advantage, however, in visiting these two spas for 
this disease, except that they are desirable places 
to go to, because as a matter of fact the waters 
in one of them are brought down from the 
mountains by means of pipes, and they might just 
as well go a step further and supply it for the bath 
at home. In some spas the natural water is com¬ 
bined with the use of sodium in baths. The water 
of Royat is very weak in arsenic, but it is useful for 
some cases of gout. 

That, gentlemen, is a general sketch of this 
important disease. But if you want to learn about 
it properly you must attend our out-patient depart¬ 
ment and look, not at one case but at scores, for 
only by following up the treatment in many cases 
can you get a grasp of the disease and be able 
to deal with it in practice in a sound and success¬ 
ful way. 

March 4th, 1907. 


j THE 

PREVENTION OF PAIN AFTER 
! SURGICAL OPERATIONS.* 

1 By J. JACKSON CLARKE, M.B.Lond., F.R.C.S., 
Surgeon to the North-West London Hospital, and to 
the City of London Orthopaedic Hospital. 


j The amount of suffering experienced by those 
who have undergone surgical operations has been 
greatly diminished by Listerism, especially in its 
latest form of aseptic surgery; for there is no 
doubt that the strong antiseptics at one time in 
general use in operative surgery did occasion a 
great deal of post-operative discomfort, both in the 
way of local inflammatory and general toxic effects. 
But apart from careful asepsis there are many ways 
in which pain may be avoided in operative surgery, 
and many* of these cannot be learned from any 
text-book. There is, in my opinion, no more 
| gratifying fruit of professional experience than the 
knowledge of how to prevent pain after an ope- 
| ration has been performed; and it is important to 
I bear in mind that when we succeed in avoiding 
1 pain after an operation we also succeed in avoiding 
1 one of the conditions that most markedly prolong 
t and deepen shock. Thus we add to the safety as 
j well as the comfort of the patient. Before con- 
: sidering systematically the various causes of post¬ 
operative pain I may mention as examples some 
; operations that are frequently complained of as 
i painful by patients who have had to undergo them. 
Such are : 

(1) Ligature of piles ; 

I (2) Amputation at the middle of the thigh ; 

, (3) Excision of the knee-joint. 

T hese three operations in ordinary circumstances 
I should be alike unattended by pain. In the case 
of haemorrhoids the pain is due to incomplete 
stretching of the sphincter and imperfect dressing 
, of the wound. In the amputation through the 
thigh it is due to imperfect splinting allowing 
spasmodic jerkings of the limb. After excision of 
| the knee the pain is due to imperfect fixation of 
the bones by wire ligatures. We may now con- 
| sider these and other examples of operations that 
I should be painless. 


* Delivered before the Hampstead Medical Society. 

Digitized by Google 



332 The Clinical Journal.] 


MR. JACKSON CLARKE. 


[ Mar. 6,1907. 


As an example of amputation through the thigh 
I may mention the case of a gentleman, set. 73 years, 
whom I saw in consultation with Dr. Morton 
recently, and we decided that amputation was 
urgently needed on account of advanced tuber¬ 
culous disease of the right knee-joint. Recalling 
other cases where spasm of the cut muscles had 
caused much pain for some days after operation, 
I made with brown paper, scissors, and pins, a 
pattern for the splint here shown (Fig. 1). The 
splint was ready the next day, when, with the help 
of Drs. Haward and Parsons, I removed the limb, 
dividing the thigh-bone at its middle. Dry, steri¬ 
lised swabs alone were used, and no irrigation. 


and cut off, a drainage-tube about a quarter of an 
inch in diameter is surrounded by a little gauze, 

| making a thin cone, the broad end downwards, 
j This is covered with a mild carbolic ointment * 
and introduced into the anal canal, so that the 
stumps are thus covered with a mild antiseptic. 
This dressing is exposed at its lower end, where a 
little 1 in 40 carbolic solution is allowed to soak 
| into it every two hours. After forty-eight hours 
j the tube can be removed, the parts are well irri¬ 
gated, and thus the dressing washed away. 
Managed in this way the operation for piles is, 
apart from complications,f a painless one. 

In excision op the knee I make us.e of an incision 



Fig. 1.—A splint for use after amputation through the thigh. 


The night after the operation the patient had a full 
night’s rest—the first for some weeks—and the 
stump healed rapidly, the patient having no pain 
throughout. 

In the operation for piles , I devote ten minutes, 
timed by the watch, to stretching and massage of 
the sphincter muscles; at the end of this process 
both pubic arch and coccyx can be felt at the 
same time when the fingers are separating the parts 
in the antero-posterior and the ischial tuberosities 
in the lateral direction. Only in elderly persons 
with fibrosed tissues should this important pre¬ 
liminary to most rectal operations be stopped short 
of its full extent After the piles have been tied 


* This should be made with a little olive oil in order to 
prevent the carbolic acid crystallising out in the ointment: 
Acid carbolic cryst. gr. x, 

Ol. olivae . . 5j. 

Rub well together, and add white vaseline to 3j. 
f Soon after giving this lecture I had the pleasure of 
doing this operation on a patient of one of ^ny auditors. 
I am pleased to say that there was no post-operative pain— 
but one difficulty arose. The nurse, an experienced one, 
had been instructed to pass a catheter, if necessary, at a 
certain hour. On attempting to do so she found that 
there was apparently no urethral orifice. She wisely did 
not attempt to make one, but sent for the doctor, who 
found it inside the vagina within the hymen. It was a case 
of hypospadias, and the patient had a brother similarly 
affected. 
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convex downwards, remove the patella, and, in | 
slices, enough of the femur and the tibia to allow j 
of coaptation without strain; then I fix the bones i 
securely, using a wire on each side, stitch the | 
deep parts together, and then the skin, leaving the 
lower angles of the wound open for drainage 
through small tubes, which are removed in forty- ' 
eight hours. This operation I have now done 
many times, and there is never any pain after 
operation. 

Excision of the head of the first metatarsal bone. 
—This operation, whether it is done for hallux 
valgus or for that painful atrophy of tissue under a , 
corn that one sees in bad cases of pes cavus, may be 1 
followed by much pain, immediate and remote, if 
the operative technique is faulty, but if it is properly 
done there is no pain, and a strong and mobile 
joint results. The incision should be a longitudinal 
one at the meeting of the upper and inner aspects 
of the joint. When the skin is much altered by \ 
thickening and inflammation on the inner side of 
the joint, a second cut, meeting the first at its ends 
and curving slightly downwards, should be made, ; 
and the included skin removed with the subjacent j 
bursa. The joint is opened in the same line as 
the skin, and the ligaments separated from their 
attachment to the neck of the metatarsal by a sharp 
rugine . The head of the bone, including the 

whole of the articular surface, is to be taken away. 
This is best done with a Gigli’s saw”, which cuts 
cleanly from within out, so avoiding any bruising 
of the parts. After the head of the bone has 1 
been removed it is most important to round off 
the edges of the cut bone-surface, especially the 
lower one, by bone-forceps. # 

This done, and the cavity carefully cleared of 
bone-fragments, etc., the internal lateral ligament 
is stitched at one or two points to the periosteum 
of the metatarsal bone in such a way that there is 
free escape for the oozing that always follows the 
division of a bone-surface, and in the same way 
one part of the skin incision (not that immediately 
over the drain-aperture in the capsule) must be 
left open. What kind of splint should be used ? 
This also is a very important matter. If an in¬ 
ternal splint is applied over the dressings its 
pressure will cause pain and, very possibly, slough- 

• Those I use are the same that I employ for laminec¬ 
tomy, etc. They have short blades, rounded at the points 
to prevent their piercing the soft parts beyond the bone. 


ing of the skin about the incision. The best splint 
is shaped like a bunion lever. A thin strip of tin¬ 
plate is cut to the shape and size required before 
the operation, sterilised with the instruments, and' 
applied directly to the foot, so that the dressing 
can be changed without removing it. If the 
operation is done in this way there will be no pain, 
and the joint will be strong and shapely. As a 
contrast to this I may recall the result of osteotomy 
of the first metatarsal—an operation which, though 
it never appealed to myself, was at one time 
practised for hallux valgus. The few cases that I 
watched were extremely painful after the opera¬ 
tion. 

Abdominal operations .—It is remarkable how 
little pain is experienced after operations on the 
abdominal viscera where sepsis and tension can be 
avoided. In this wide field I will only mention 
septic cases. In abscess from appendicitis, when 
the pus lies in the iliac fossa, it is best drained 
through an opening made above the iliac crest, 
but occasionally in women, when the pelvis is full 
of pus, drainage through the roof of Douglas’s 
pouch is required. Suppuration about the gall¬ 
bladder or duodenum can be best drained through 
an opening made by removing the tip of the 
twelfth rib, a close watch against wounding the 
pleura being kept. 

After some ruptures of the stomach the effusion 
is limited by the costo colic fold, and then an 
incision made along the upper edge of the eleventh 
rib at its tip will drain the left hypochondrium 
without infecting the rest of the peritoneum. 
Similarly with other cases— e.g. subdiaphragmatic 
abscess—a careful study will enable the operator 
to distinguish between a localised and a generalised 
peritonitis, and if the affection can be kept local 
the pain is much less and the prospect of life 
much better. 

I am not now dealing with the treatment of 
pain but with its prevention, but I may be allowed 
to digress so far as to say that great caje is to be 
used to distinguish between pain caused by in¬ 
flammation and that due to spasmodic action of 
bowel: for the former turpentine enemas, for the 
latter, if uncomplicated by peritonitis, morphia 
may be required. The use of opiates in peritonitis 
calls for the utmost caution, and is to be avoided 
as far as possible. Apart from peritoneal pain it 
is worth remembering that in infants a good 
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carminative often gives complete relief of pain 
after operations on any part of the body. 

Bladder drainage .—The only perfect method of 
draining the bladder is by aspiration on the prin¬ 
ciple of Sprengel’s pump. I shall never forget an 
early experience of my surgical life. I had opened 
a poor fellow’s bladder to scrape and carbolise 
some extensive tuberculous ulcers. After this he 
was fitted up with this form of drain, and for some 
weeks he was perfectly comfortable and growing 
fat, when I went away for a holiday, and there was 
in my absence a change of house-surgeons. When 
I returned the patient was in great pain. A pool of 
pus was in the bladder; out of this the end of a 
black catheter projected fpr two inches ; he had 
an abscess in one testis and another around the 
urethra, and was dying of pyaemia. I have used 
this same method after supra-pubic prostatectomy 
(Freyer’s operation), and have suggested it to my 
friends, who have found it equally successful. It 
does away with the soaked dressing and fishy 
odour, and adds not only to the comfort but to the 
safety of the patient. 

Pain in the back is experienced after many 
operations, and is due to a variety of causes, con¬ 
stipation and pelvic displacements among them, 
but I will now refer only to that due to the patient 
being kept with the spine and hips extended. This 
position is very difficult for a healthy person to 
maintain for more than a few minutes, and it 
should not be inflicted on adult patients save in 
rare instances. Children with hip-disease treated 
by extension seem to become accustomed to it, 
the weight extension allowing of slight movements, 
but adults after laparotomy may be turned on the 
side with hips and knees bent, or, if the dorsal 
position is essential, a pillow should be placed 
under the knees, and the loins should be gently 
rubbed at times, a soft folded shawl being placed 
under the hollow of the back and removed again 
when the patient is ready to have it changed. 
After prostatectomy Freyer recommends the lateral 
position. 

After operations on the kidneys more or less 
pain in the back is inevitable, but by using care in 
stitching the deep parts without undue tension 
and making allowance for drainage the pain is 
reduced to a minimum. 

Great improvement in respect of the patient’s 
comfort has been effected in cases of amputation 


of the breast by keeping the arm on a pillow in 
the abducted position instead of having it bandaged 
to the side. 

Three causes of pain after operations* should, 
then, be kept in mind before all others. They 
are: tension, movement, and inflammation. 

As examples of condition in which pain arises 
from mechanical tension of tissues the following 
may be given : 

(1) A too tight stitch used in the closing of a 
wound. 

(2) Incomplete division of tendons or ligaments 
as in subcutaneous tenotomy for club-foot, or 
syndesmotomy for hammer-toe. 

(3) Stretching of muscle and tendon in muscle- 
transplantation.* 

(4) Spasm of an insufficiently stretched sphincter 
ani in operations for piles, fissure, etc. 

(5) Pressure of one articular surface of bone 
upon another, as after the reduction of an old 
dislocation. 

(6) Tension caused by effusion of blood, etc., 
into a joint-cavity when adhesions have been 
broken down. 

(7) Pressure of bandages or splints, e.g. when a 
Croft’s splint has been applied a bedsore may be 
caused on the heel if the latter has been allowed 
to rest on a hard substance and thus to become 
indented before the plaster has set. 

Movement as a cause of pain may be instanced 
as follows : 

(1) After excision of joint with imperfect immo¬ 
bilisation. 

(2) In amputation of limbs from spasmodic 
contractions of the muscles. 

(3) Movements of the head and neck after com¬ 
plete removal of glands in the neck or elsewhere. 

(4) Operations on parts that cannot be com- 


* Tendon-transplantation is an operation that in prac¬ 
tised hands gives excellent results, and the improvement 
obtained increases with the years. A great drawback of 
the operation used to be that a good deal of pain followed 
it. That was when the maxim “ stretch well and stitch 
well ** was in vogue. Tension is to be avoided by so 
devising the operation that any deformity which may be 
present is completely overcome before the transplantation 
is done. If this cannot be effected in one operation the 
work should be sub-divided, all deformity being corrected 
at the first and the tendon-transplantation being done at a 
second intervention. 
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pletely immobilised, e.g. thorax or some abdominal [ 
operations. 

'Inflammation as a cause of post-operative pain is 
seen in the following conditions : 

(1) Where drainage is imperfect, e.g. when gauze 
plugs are used under the mistaken impression that 
they act as drains, or when a coagulating chemical, 
such as mercuric chloride, is applied to a suppu¬ 
rating surface. 

(2) Where septic infection occurs at, or subse¬ 
quent to, operation. 

(3) When tuberculous joints are packed with 
powdered iodoform, sulphur, or other irritants. 

Lastly , the pain may be caused by something 
not directly connected with the operation, e.g. 
pain in the back of the head after long etherisation, 
pain in the back from a rigid extended position, 
etc. 

Without entering into further detail as to the 
possible causes of pain it may be stated here that 
of all the preventible causes septic infection is that 
for which the surgeon is most on the watch. A 
surgeon may operate in a pUlace of crystal and 
burnished metals and yet he may cause infection if 
he has the slightest infected scratch on his finger 
or a discharging gum-boil. It is most important to 
remember that the. commonest channel of wound- 
infection is previous infection in the surgeon or | 
one of his assistants. Hence the great importance I 
of the surgeon and his chief assistants wearing 1 
rubber gloves during the whole of the operation, 
and of nurses being prohibited from touching 
instruments or dressings. The danger of sepsis 
arising from the surgeon’s mouth is best avoided : 
by his keeping silence as far as possible during the ] 
operation and speaking with head averted from the 
wound. Dandruff or other particles may fall into 
the wound when two heads meet over the wound 
from opposite sides of the patient. It is for this 
reason that before operating I always have my own 
head and face, and those of my chief assistant, 
wiped over with the corner of a towel dipped in 
a mixture of equal parts of glycerine and water : 
neither bacteria nor dandruff, etc., will fall from a 
moist surface. 

A parting word as to a certain kind of pain that 
comes on after all treatment is concluded. I refer 
to the pain that is felt when the result of an 
operation that appeared to be perfect gradually 


had been done. This kind of pain is not felt by 
the patient alone but diffuses itself through wide 
circles to the detriment of our profession.' The 
omission of some trifling detail in after-treatment is 
usually the cause of such failures, and of this I may 
instance that common condition—hammer-toe. If 
the patient wears a little metal splint, which gives 
no trouble, for a year after the operation, return of 
the deformity never takes place ; whereas if this is 
neglected recurrence is almost certain. 

March 4th, 1907. 


Comparative Danger of Scopolamin-Mor- 
phin Anaesthesia.— Wood has selected from the 
literature 1988 cases of scopolamin-morphin anaes¬ 
thesia. In every instance he has- consulted the 
original authorities (except one). In this series 
there were twenty-three deaths, of which, after 
careful reading of the descriptions of the symptoms 
and the author’s own conclusions, Wood thinks it 
justifiable to attribute the death to the anaesthetic 
in nine instances. The mortality in this method 
reaches, therefore, one death in 221 anaesthesias, 
as against one death in 1500 from ether. The 
anaesthesia was unsatisfactory in at least 868 cases, 
and ether or chloroform was administered during 
the operation. A considerable experience with 
both ether alone and morphin-ether anaesthesia in 
dogs has convinced Wood that, although far more 
convenient, the preceding use of morphin rather 
increases than diminishes the likelihood of an¬ 
aesthetic accidents. He says that there is no 
evidence as to the special indications for the pre¬ 
ference of this method over ether, and that cer¬ 
tainly it is not in cases of advanced renal disease, 
for every clinician will hesitate seriously before 
giving one half of a grain of opium to a nephritic. 
In view of the facts that the combination of 
hyoscin and morphin for the production of sur- 
| gical anaesthesia is scientifically irrational, and has 
1 yielded a mortality of over 4 per 1000, aqd that 
in 69 per cent, of the cases the anaesthesia was 
unsatisfactory, Wood concludes that it must be 
either a very bold or a very ignorant surgeon 
who will persist in its use.— -Journ. Amer. Med. 
Assoc., vol. xlviii, No. 5. 


disappears and leaves the patient as though nothing | 
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International Clinics. Sixteenth Series, Vols. I, 
II, III, and IV. (J. B. Lippincott Company, 
Philadelphia and London, 1906.) 

These quarterly volumes appear with great regu¬ 
larity and contain many articles of interest and 
value in all branches of medicine and surgery. 
Some of the papers take the form of ( clinical 
lectures or demonstrations, others are devoted to a 
careful clinical study of some disease or symptom, 
while others may be described as monographs on 
special diseases. In addition there is, in Vol. I, a 
summary of the progress of medicine and surgery 
during 1905, which, although too brief to be of much 
value, is very ably done by Drs. Steven, Edsall, 
Nisbet and Bloodgood. The illustrations are 
numerous and good and add much to the value of 
the volumes. 

Writing on the dechloridation treatment of heart 
disease (Vol. I) Dr. Ernest Barie, of Paris, says 
that the salt-free diet may be found as effective in 
the oedema associated with cardiac failure as it has 
proved in nephritic oedema. It is not necessary 
to remove all the salt (sodium chloride) from the 
food, but simply not to add any extra salt to a 
dietary which should consist of bread, meat, eggs, 
fruit, vegetables and milk. In many patients the 
desire for salt is imperative, and to meet such cases 
he recommends the use of nitrate of sodium, 
3ogrs. in twenty-four hours, sprinkled on the meat. 
This must be added at meal times, for if the 
sodium nitrate is long in contact with meat it tends 
to be changed into sodium nitrite—a poisonous 
salt in such doses. Another clinical point is 
discussed by Professor Klemperer, of Berlin, who 
has been carrying out a series of investigations as to 
the origin and prevention of oxalic acid deposits ; 
in the urine. He has found that calcium oxalate I 
is soluble in direct proportion to the amount of 
magnesium present, and that calcium oxide inhi¬ 
bited this solubility. By withholding such foods as 
spinach, cocoa, and tea, which markedly increase 
the amount of oxalic acid present, and giving such 
foods as meat, rice, bread, potatoes, etc., which are 
rich iiv magnesium but poor in lime, one can 
prevent the precipitation of oxalates. At the same 
time this result is still further secured by the 
administration of from half to one drachm of the 
chloride or sulphate of magnesium daily. 

Clinical lectures on the subject of symptoms are 
often very useful to the practitioner. Amongst 


these we observe one on persistent vomiting by 
Dr. Herbert C. Moffitt, of San Francisco (Vol. II). 
Cases are referred to in which anomalous types of 
disease can be diagnosed from this one symptom, 
if it is carefully gone into. The various types of 
disease associated with vomiting are grouped under 
the headings of organic nervous disease, toxaemia, 
gastric conditions, recurrent vomiting in children, 
and nervous vomiting. Dr. Bertram Abrahams, of 
London (Vol. Ill), gives a careful study of the 
irregular heart, which is an excellent example of 
what a clinical lecture should be. Dr. Arthur E. 


Eliot, of Chicago, writes on obscure renal haemor¬ 
rhage (Vol. IV). Under the improved methods of 
examination and from the results of exploratory 
operations cases of essential renal haemorrhage are 
rapidly becoming rarer. He dwells on the fre¬ 
quency with which renal haemorrhage occurs in 
connection with chronic nephritis—often unsus¬ 
pected. 

One welcomes, in these volumes, the views and 
experiences of recognised authorities in all parts of 
the world. Professor Banti, of Florence, discusses 
his latest work on leukaemia and sarcomatosis (Vol. 
III)and the association which he has traced between 
these two affections is one of great pathological in¬ 
terest. The treatment of obesity is the subject of a 
lecture by Professor Grocco, of Florence (Vol. IV), in 
which he refers to the good points in many methods 
rather than the super-excellence of one. Dr. 
Gaingery, of Paris, describes Professor Fournier's 
recent modifications of his treatment of syphilis, 
(Vol. III). While we shall always read with interest 
the opinions of the great master minds in medicine 
and pay due respect to their authority it is a pity 
that some of the younger and less known men in 
the profession should find it necessary to give 
their views also in these volumes. When they have 
nothing fresh t b say and only express their own 
opinions on current topics they might diminish the 
size and add to the value of these volumes by 
refraining from publication. 

The important subject of treatment is considered 
in connection with various diseases. A novel 
American plan for the open-air treatment of 
tuberculosis is the employment of discarded street¬ 
cars as residences for the patients at sanatoria. 
The grounds dotted over with cars do not look very- 
picturesque, but the interior of a car as fitted up for 
use is quite attractive. We commend the plan to 
the authorities in this country as a cheap method 
of establishing residential buildings at a sanatorium. 
The London County Council must have a large 
number of cars which are being discarded owing 
to the rapid increase of electric traction, and which 
might be utilized in this way. 
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A LECTURE 

ON 

THE TREATMENT OF RICKETS. 

Delivered at the Medical Graduates’ College and 
Polyclinic. 

By G. A. SUTHERLAND, M.D., F.R.C.P., 
Physician Paddington Green Children’s Hospital and the 
North-West London Hospital. 


Ladies and Gentlemen,— In bringing before you 
this afternoon the subject of the treatment of 
rickets I am aware that I am selecting a very trite 
subject. At the same time, the affection is such 
i an extremely common one in early life that all 
who are engaged in practice are constantly con¬ 
fronted with this affection. As it is essentially 
one in which the proper treatment is represented 
by management of the case rather than by special 
drug or other treatment, I think perhaps it may be 
of some use to us this afternoon to run over the 
lines of treatment which are now generally carried 
out by the profession. Of course opinion will 
differ on individual points, and some men will be 
found who say that they have a special line of 
treatment or cure for rickets. Many drugs have 
been used, and have held their day for a consider¬ 
able time, and are still employed by some doctors, 
both in this country and on the Continent. But I 
may say at the outset that I am not going to bring 
before you any special drug, or any curative treat¬ 
ment of that sort. 

The first thing is to try and realise a definite 
clinical picture of what we mean by rickets, and 
then to consider the various aspects under which 
it will present itself to us in practice, and the 
lines of treatment which should be followed. 
As regards the popular acceptation of the term 
“ a rickety child,” one finds that it is usually in¬ 
terpreted to mean a child with bent and deformed 
bones. But that is an extremely limited view to 
take of the disease which we know as rickets. 
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Rickets from the medical point of view must be 
viewed much more widely, namely, as a general 
disease which is characterised by diminished re¬ 
sistance in all the tissues of the body. I think 
that diminished resisting power is one of the lead¬ 
ing characteristics, and it is especially well shown 
in the case of a child who has had an illness. An 
acute illness is apt to be much more severe in a 
rickety child, and more prolonged also, than in a 
child who is ndt rachitic. Then there are certain 
general conditions or symptoms calling for treat¬ 
ment. One of the leading characteristics is a 
condition of general weakness affecting the whole 
of the tissues of the body. There is a marked 
condition of flabbiness, and that shows itself very 
specially in connection with the muscles and the 
ligaments of the body. Another condition which 
is usually present is anaemia. Those are, perhaps, 
the three leading general conditions which one 
has to deal with in this affection. Apart from 
these, one finds in individual cases that the affec¬ 
tion is apt to concentrate its force more especially 
on certain tissues of the body. For instance, in 
one case you may find the nervous system is 
specially affected. In another case you will find 
that the pulmonary system is especially affected, 
and that the child is suffering from bronchitis. In 
another case you will find that the alimentary 
system is directly involved, and that in conse¬ 
quence there is a marked tendency to diarrhoea 
and other gastro-intestinal disturbance. In another 
case you will find that the skin appears to be 
affected, because of the profuse perspiration that 
goes on. In another you will find an affection of 
the long bones, and that the brunt of the disease 
falls upon the large bones of the body. Those 
types we shall consider later individually. 

With regard to the pathology of rickets, opinion 
is still divided. A good number of the morbid 
changes which occur in the disease are known, but 
the exact underlying pathology is not yet fully 
understood. With regard to the etiology there are 
certain well-known factors in it which are of im¬ 
portance in connection with the preventive treat¬ 
ment of the disease. The most important factor 
in the production of rickets is an improper diet. 
That inappropriate diet consists sometimes in 
excess of certain properties of the food, and some¬ 
times in defect in other properties of the food. 
Sometimes both mistakes are combined. But 


I 


there is no doubt that the leading factor, the one 
which you will find almost invariably present, is 
something wrong with the diet. This fault in the 
diet, in course of time, leads up to a condition of 
gastro-intestinal insufficiency; there is especially, 
with or without marked signs of gastro-intestinal 
disease, a condition in which the food is not 
properly digested, and as a result of that proper 
assimilation does not take place. The tissues 
generally are poisoned by the imperfect products 
of digestion, and, in addition to this, one finds 
that the food itself is very apt to decompose and 
ferment in the intestine, and consequently toxins 
are formed and are absorbed into the system. So 
that if one were to describe rickets as a form of 
toxaemia I think the definition would be justified, 
because in almost all those cases there is un¬ 
doubtedly in the alimentary canal an imperfect 
treatment of the food materials, and as a result 
there are absorbed into the system certain poisons 
from the alimentary canal. 

Bearing this in mind, let us consider first of all 
what is the preventive treatment of rickets, which, 
of course, is always the most important part in 
connection with treatment. The question is 
sometimes asked — and it is a very important 
question — Does rickets ever develop in a breast¬ 
fed infant ? The answer to that question must be 
in the affirmative, but with qualifications. It has 
long been an accepted view in the profession that 
if a healthy mother feeds her child entirely on 
breast milk at proper intervals, that is the very 
best food for the infant. One may say that if 
that is done, and if the lactation is not too long 
carried on, there will be no risk of rickets develop¬ 
ing in the child. Nevertheless, you may occasion¬ 
ally find rickets developing in children who are 
breast-fed. In my own experience I have gene¬ 
rally found that there is some flaw in those cases. 
For instance, you may find that the child has 
been too frequently fed, and that indigestion has 
resulted, because the food has passed into the 
intestines without having been properly digested, 
and as a result it is not in a fit condition for assi¬ 
milation. In other cases you will find that lacta¬ 
tion has been carried on too long. The child 
may have been nursed at the breast until it was 
eighteen months old, and by that time the milk of 
the mother has become very inferior in quality, 
and has not contained a proper amount of nutri- 
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tive material, and rickets may develop. In other 
cases you will find that, owing to too many and 
too closely repeated pregnancies, the mother her¬ 
self has been a good deal exhausted and worn out, 
so that when No. 10 or No. 12 arrives, although 
the other children may have been successfully 
nursed at the breast, the mother discovers that 
this child does not flourish as the others did, and 
on examination one finds rickets present. The 
simple explanation is that the woman’s system has 
been worn out, and the milk which she produces 
is not of the proper quality, and as a result the 
infant is not properly nourished and rickets 
develops. There is another catch which you will 
sometimes find in these cases. I have once or 
twice had difficulty in understanding why a child, 
said to have been breast-fed entirely, should have 
developed rickets, and I have found that some 
other food has been given in addition to the 
mother’s milk. You will sometimes find that the 
mother, believing that the child was not satisfied 
with her milk, has given also barley or some other 
form of pure starch, the whole or prepared barley 
being boiled and given to the child. That food is 
absolutely unsuitable for young infants, as they 
are not able to digest it. Not only so, but such 
food prevents the breast milk which has been 
given from being properly digested. A similar 
thing may happen in the case of some of the 
farinaceous foods for infants which may have been 
given along with the breast milk, and in such ex 
cess that the digestion of the breast milk was 
interfered with. So the statement holds good 
that if the child is properly fed on breast milk, 
from a healthy mother, rickets will not develop. 

Now, with regard to fresh cow’s milk, is there 
any reason why rickets should develop if the child 
has a diet of fresh cow’s milk ? I think the same 
remark applies here, that if the milk is wholesome 
and fresh and of full quality, one need not fear 
that rickets will develop. Certain forms of milk 
are now sold, called separated milk, which is a 
diet upon which one may expect rickets to develop, 
owing to the absence of fat. If the milk period 
has passed by, and the child is, say, nine months 
old, the risk at that age is that too much farinaceous 
food may be given to the child. Of course the 
idea in the mother’s mind is to strengthen the 
child as much as possible, and therefore she tends 
to increase the amount of bread-and-butter and of 


pudding and potato, and possibly to correspondingly 
diminish the amount of fresh milk given. Con¬ 
sequently, if you find the child being fed upon half 
'a pint of milk in the day, the rest of the dietary 
consisting of bread-and-butter—with very little 
butter—and pudding and potato, you must recog¬ 
nise that this is a diet upon which rickets is apt to 
develop. But in that case one is not to put it 
down as rickets developing upon a milk diet, but 
upon an excessive farinaceous diet. 

I have mentioned, then, the feeding of the child 
on what one calls an ordinary physiological food 
system, under which one need not fear the deve¬ 
lopment of rickets. But, unfortunately, in infancy 
there are many perils associated with feeding which 
must be considered in connection with rickets. 
In the present day there is a very large sale for 
condensed milks, tinned milks, and starchy foods. 
One sympathises with the young and innocent 
mother, anxious to feed her child as well as she 
can, and surrounded on all sides by advertisements 
praising the different forms of proprietary foods. 
Naturally, if she is not properly guided she believes 
those advertisements, and she feeds her child upon 
! such foods. Those are the chief present-day 
! factors in the production of rickets. The different 
forms of condensed milk vary very much in their 
quality, but when one comes to dilute them to the 
proportion which the instructions recommend one 
finds that they are notoriously deficient in fat; 
This absence of fat is a fatal thing as regards the 
nourishment of the child. When we come to 
tinned, starchy foods, whether they are converted 
or unconverted, they are very defective in the fatty 
element, and the excess of starch is one of the 
direct causes of indigestion and of rickets. l am 
not sure that we are entirely free from blame our¬ 
selves in this matter, because you will find that 
medical men are inclined to use those foods in 
their practice. One knows there are certain chil¬ 
dren who get upset at times by taking cow’s milk, 
perhaps from some passing cause, very often be¬ 
cause they have been too frequently fed, and the 
mother is very anxious to try one of the foods 
which I am referring to. The doctor, perhaps, 
says, “ Yes, you can try one of them.” The result 
is that the food stays down, and, further, that the 
child gets fat. If those two things happen the 
mother is satisfied, and she does not want to see 
the doctor again because she feels that the child 
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is flourishing. The food stays down because, as a 
rule, these tinned foods are more digestible than 
cow’s milk, and the sugar in the condensed milk is 
fattening, and the carbohydrates in the starchy 
foods are fattening. But one should be extremely 
cautious about starting an infant upon any of these 
foods. I only use them in illness, and then only 
for a very limited time, and if you are using them 
in that way I think you will be wise to see that 
the length of time during which they are taken is 
strictly limited. During the first nine months of 
life those foods are best avoided altogether, and I 
am not aware that they are absolutely necessary 
for the successful treatment of infantile disorders. 
The great difficulty one meets with is that the 
mothers are extremely keen about using these 
foods. They are advertised everywhere, and they 
will continue to be advertised and sold, because 
there is a lot of money to be made out of them. 

The curative treatme?it of rickets .—Let us take 
an ordinary case as it is met with in practice, that 
of a child eighteen months old brought to you 
suffering from rickets. The first thing. I have put 
down in my scheme is the alimentary canal, be¬ 
cause that is the part we must commence with. 
If you look at the abdomen you will see that it is 
distended, and bulging at the sides, and that the 
recti muscles are separated in the centre. The 
cause of the distension, in addition to flabbiness 
of the abdominal wall, is the atonic condition of 
the stomach and bowel, which has been brought 
about by continued gastro-intestinal disturbance. 
There is formed in the stomach and bowel an 
excessive quantity of gas, and this, instead of being 
dispelled onward when it is formed, remains in 
the bowel owing to the atonic condition. The 
first thing you have to do is to put that right, and 
in the treatment of that we commence with the 
diet. ^You must give a very spare diet to begin 
with. Put the child on to milk and barley-water 
and lime-water, equal parts, and give four or five 
ounces of the mixture at a time every three hours 
during the day. Our present plan is not to 
strengthen the child but to clear out and restore 
to a healthy state the intestinal canal. Keep that 
up for a few days, or even a couple of weeks, until 
the digestion is restored to a satisfactory condition, 
and then begin to gradually increase the strength 
of the milk, removing the lime-water and the 
barley-water until you are working up towards the 


full diet. In addition to the dietetic part proceed 
to clear out the alimentary canal. Begin with a 
little purgation—ten to fifteen minims of castor oil, 
and five to ten minims tincture of rhubarb three 
times a day—until the cleansing process in the 
alimentary canal has been completed. Afterwards 
you will be in a position to consider the proper 
diet for the child. With regard to dietary, I 
believe that during the whole of the rachitic 
period fresh cow’s milk is the great stand-by, for, 
after all, it is a complete dietary for infants, and 
contains in proper proportions the various food 
constituents which are necessary for the cure of 
rickets. Therefore, until the child is four years of 
age a sufficient amount of fresh cow’s milk should 
enter into the diet. ‘ The two chief rules to re¬ 
member in regard to the dietary are these: avoid 
any deficiency in fats and avoid any excess of 
carbohydrates. With regard to fatty foods, there 
are many of them at our disposal—cream, butter, 
bacon-fat, mutton-fat, suet. All these are quite 
good. In the earlier years one gives the fat chiefly 
in the form of butter or cream, but the point is 
to see that there is a sufficiency of fat in the diet. 
For a ch Id of six to nine months old, which is the 
period o life at which rickets usually begins, one 
would give a teaspoonful of butter-fat three times 
a day, or two teaspoonfuls of ordinary cream. 
With regard to the other fats, at that age one does 
not give them so much. Later on, if the child is 
able to take it, the child can be given the fat of 
bacon, which is one of the best forms you can get. 
Children like it and it is very digestible. Another 
excellent form is the yolk of an egg. Next, as I 
have already said, you must cut down the amount 
of carbohydrate. There is no reason why the 
child should not have a moderate amount, if he is 
over nine months, of bread and butter and simple 
pudding, but the great thing is to see that it is 
kept in sufficiently moderate amount. More 
especially you must see that those foods are not 
allowed to cause any indigestion at all. 

Another point in connection with rickets is that 
the children often show a great liking for salt, 
and that liking seems in some way to represent a 
call on the part of the system for salt. Therefore 
I think it is a very good thing to let rachitic infants 
have one or two drachms of common salt in the 
diet every day. Of course they do get salt in the 
food in the ordinary way, but I mean over and 
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above that which is in the food. Another condi¬ 
tion which is often present is anaemia, and I think 
you will find that to give a child a little fruit juice 
is very useful in rickets in improving the blood. 
Give the juice of some grapes or an orange once a 
day, apart from the meals, and mixed with water. 

I think you will find that very serviceable in con¬ 
nection with the blood condition. As the child 
grows one does not want to keep him too much 
upon fluid diet, and, of course, you will go on to a 
fuller diet after eighteen months, including such 
things as chicken and mutton, which ought to be 
thoroughly chewed. The teeth are there for a 
purpose, and keeping children too long upon pap 
food is undoubtedly the means of perpetuating 
indigestion. I think children who chew their food 
are much less likely to have indigestion than are 
those who are being kept for a long time upon 
soft foods. 

The general hygiene is very important, though I 
should place that second in importance in the 
treatment of rickets. Every means of strengthening 
the child must be looked to. Therefore, let him 
be as much as possible in the sunshine, and, as 
city life is not as a rule specially suitable or 
characterised by sunshine, it is often advisable to 
send him to the seaside or to the country. Fresh 
air is very important, and that must be seen to as 
regards the home and sleeping rooms. Clothing 
is another matter of great importance, as these 
children are especially susceptible to chills. Night 
and day, therefore, the clothing worn should be of 
flannel. During the night the child is apt to be 
very restless and kick off the clothes, and so to 
catch a chill. The best plan is to have a long 
flannel night-dress which can be fastened beyond 
the feet, so that if he does kick about he does not 
succeed in exposing the extremities. Another 
point about sleep is that these children are very apt 
to sweat about the head at night, and a head lying 
upon a soft pillow soon becomes enveloped in a 
sort of poultice. Therefore, in the case of rickety 
infants in the habit of sweating one should see that 
a firm pillow is supplied into which the head can¬ 
not sink. The usual baths should be carried out 
twice a day in young infants, and probably it will 
be done more effectively if one orders some salt to 
be put into the bath. It is a ritual which, if there 
is anything of that sort added, mothers are in the 
habit of paying more attention to. So one orders 


an ounce of common salt to be put into the baby’s 
bath. 

With regard to medicinal treatment I have 
spoken about cleansing the alimentary canal first 
of all. The intestinal tone will not be restored 
for some time, and it is of advantage, I think, to 
give a tonic at that time. One can give a 
couple of minims of tincture of nux vomica, and 
five minims of tincture of rhubarb, and three or four 
grains of sulpho-carbonate of soda. That helps to 
keep up the healthy action of the bowels. The 
great drug which we depend upon is cod-liver oil. 
Other drugs have been tried, such as mineral and 
vegetable oils, but they do not seem to have the 
same beneficial effect which one obtains from 
animal oil. Certainly cod-liver oil takes the first 
place. Some children of nine to twelve months 
old will take plain cod-liver oil, half a drachm to 
one drachm three times a day. In others, however, 
the palate is more particular, and they prefer a 
mixture of cod-liver oil and malt, equal parts. 
Medicinally, I think, the best preparation in these 
cases is an emulsion of cod-liver oil and hypo- 
phosphites. I recommend half a drachm of cod- 
liver oil and half a grain each of hypophosphite of 
lime and hypophosphite of soda, which can be 
flavoured with oil of cassia, one-tenth minim, and 
made up with glycerine and tragacanth to one 
drachm. One starts with that, and increases the 
dose according to the powers of digestion. It 
should be kept on for some time. That is the 
important point—that the treatment must be kept 
up for a considerable length of time. We are not 
dealing with an acute affection, but ntfth a parti¬ 
cularly chronic one. 

Now there are the special rickety complications. 
As I said, the whole brunt of the disease seems 
sometimes to fall upon one system more especially. 
The first system I shall refer to is the respiratory. 
Rachitic children are especially liable to bronchitis. 
If it is acute bronchitis, of course that must be 
treated in the ordiq^ry way for a time, until the 
acute stage is over. One wants to find out what 
is the cause of the bronchitis. In rachitic children 
there is a marked tendency to hypertrophy of the 
adenoid tissue in the naso-pharynx, and you must 
look out for that and correct it if necessary, because 
as long as there is blocking of the upper respiratory 
passages the tendency to bronchitis will be per¬ 
petuated. You will also pay special attention to the 
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surroundings from the point of view of hygiene, 
and see that the child is not living in hot, stuffy 
rooms. Another factor is the question of adiposity. 
If you find that the rachitic infant is extremely fat, 
then in that condition of fatness you find a cause 
for the bronchitis. You can understand what an 
impediment to the circulation through the capil¬ 
laries the presence of a large amount of fatty 
tissue is, and how the blood is driven with great 
difficulty through the oily tissue. As the result of 
this there tends to be more or less congestion of 
the lungs, and a stagnation of the circulation in the 
lungs follows, so that pulmonary catarrh is easily 
established. In the treatment of rachitic infants 
with bronchitis, if the child is very fat, you must 
get the excess of fatty tissue reduced. In such a 
case the diet must be extremely spare until the 
weight of the child has been reduced. 

It is after the acute attack is over, and in cases 
of chronic bronchitis, that it is so important to 
recognise the underlying condition of rickets, 
because you will never cure such cases by ipe¬ 
cacuanha and squills and carbonate of ammonia, 
whereas if you put the child upon an anti-rachitic 
diet, including a full amount of fatty material, you 
will find that the bronchitis will be permanently 
cured. Another affection to which these children 
are liable is broncho-pneumonia. In the acute 
stage of that affection the child must be treated on 
ordinary lines. After the acute stage is over, if 
you find underlying rickets put the patient upon 
anti-rachitic treatment, and you will often find 
that the lungs will improve more markedly under 
that than under any drug treatment.; 

Next, with regard to the intestinal canal, the chief 
rachitic manifestation is diarrhoea, which is especially 
common in summer. The immediate cause may 
be some over-feeding, or a chill, or teething. An 
attack of diarrhoea comes on, and you must treat 
that upon general lines with simple diet. After the 
acuteness of the attack has passed off do not keep 
on with astringents—bismutl^and tannic acid and 
alum—but put the patient on cod-liver oil and the 
fatty diet, and I think you will find that you get 
better results by that treatment than by keeping it 
on what one may describe as the ordinary treatment 
for diarrhoea. 

With regard to nervous affections, one of the 
leading characteristics of rickets is the tendency to 
nervous instability, which does not manifest itself | 


by any persistent organic disease, but by a series of 
disturbances which are apt to be intermittent and 
prolonged. The chief ones are convulsions, 
laryngismus stridulus, and tetany. With regard to 
convulsions, that is a condition which one should 
always associate in infants with the rachitic condi¬ 
tion : that is to say, if a child between the ages of 
nine months and two years has convulsions you 
must always bear in mind the possibility that 
rickets is the condition in the background. The 
immediate treatment of convulsions is the same, 
whatever the cause, namely, remove the irritation 
by giving sedatives for the time being. But the 
point in connection with rickets is, that you are not 
going to get permanent relief there by sedative 
treatment; you require to employ anti-rachitic 
treatment. 

Laryngismus stridulus is not only an accompani¬ 
ment of rickets, it is a special affection of rickets. 
In other words, if a child gets an attack of laryn¬ 
gismus you may be fairly certain that rickets is at 
the back of it. One very often finds that the spasm 
which is present will be relieved by giving the child 
plenty of fresh air. The condition is more apt to 
come on in hot, stuffy rooms than in a room into 
which the air is entering freely, and which is 
therefore fresh and cool. One gives relief by 
castor oil to begin with, combined with bromide of 
ammonium. Locally one can employ counter 
irritation by means of a sponge to the front of the 
neck, and put the child into a hot bath. Having 
reduced the acute stage by means of sedative 
treatment one does not expect to get permanent 
relief except by anti-rachitic treatment. When an 
acute spasm comes on at night that is a condition 
not without danger, and it must be treated actively. 
But the crowing in some cases may be essentially 
chronic; it may go on only under excitement, or 
when the child is crying, and at other times there 
is no sign of it. In those cases to go on giving 
bromide and that sort of thing does not lead to 
permanent cure. But if you give the child plenty 
of fatty food and plenty of fresh air I think you 
will find it will readily pass off. 

Tetany, like laryngismus stridulus, is essentially, 
in early life, a characteristic of rickets. You will 
usually find the following sequence of events : first, 
rickets, then gastro-intestinal dilatation, and, thirdly, 
tetany. In other words, if tetany is present you will 
find gastro-intestinal dilatation, and behind that 
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rickets. Soone must attend carefully to thecondition 
of the alimentary canal, which must be cleared out 
thoroughly, and a diet must be given which is 
antiferraentative, so as to keep down further 
distension of the stomach. In regard to that, if 
the child has been having milk and farinaceous 
foods the best plan is to stop that food entirely, 
and put it upon meat, scraped meat, or pounded 
chicken, or soup. There is no more speedy way of 
removing intestinal distension than by a change to 
a full proteid diet. Having thoroughly cleared out 
the alimentary canal and checked further over¬ 
distension one will probably find that in a short 
time the condition of tetany does not tend to 
return. If that treatment is not resorted to the 
tetany is very apt to persist, and one must remem¬ 
ber that it is a very painful affection for children. 
The spasm and the oedema of the hands and feet 
that occur in this disease may be extremely painful, 
and treatment carried out on purely medicinal lines 
does not seem to relieve the child. So I wish to 
impress upon you the importance of putting the 
child in these cases on to full anti-rachitic 
treatment. 

Another series of affections which are very 
common in connection with rickets are those of 
the bony, and muscular, and ligamentous struc¬ 
tures. I have put them together because they are 
usually associated. With regard to the spine there 
is a great tendency to an antero-posterior curve in 
the dorso-lumbar region, which is manifest when 
the child sits up. That is not spinal disease for 
the spine has very little to do with it, but it is an 
affection of the muscles and ligaments about the 
spine. At the same time, if those parts are not 
thoroughly toned up the result will be that the 
spine will become permanently deformed. There¬ 
fore in those cases the first part of the treatment 
is to keep the child lying down constantly upon its 
back. The patient is not necessarily kept indoors, 
and may be allowed freely in the open air, but he 
must be kept lying down all the time. The spine 
must be strengthened by massage applied to the 
muscles along the spine and carried out vigorously 
twice a day. Another means of toning up the 
spinal muscles and ligaments is by means of 
douching. If the child is under eighteen months 
old use hot water, and if it is over that age cold 
water is best. Cold is not advisable in young 
infants. One frequently finds, in connection with 


the ribs, that there are manifest deformities taking 
place, and these are of special importance, because 
the ribs are so depressed by atmospheric pressure 
that the pulmonary space is very much encroached 
upon, and this is a factor in keeping up the con¬ 
dition of bronchitis. One cannot very well apply 
massage to the ribs of a young infant, but one can 
use a stimulating lotion, and it is advisable to have 
the whole chest rubbed once or twice a day by a 
lotion composed of turpentine and belladonna. 
Another means of aiding the expansion of the chest 
and strengthening the ribs is to put on a firm 
flannel bandage round the abdomen. The child 
with the ribs in this condition is breathing chiefly 
by means of the diaphragm, and if by the use of a 
firm abdominal bandage one diminishes the move¬ 
ment of the diaphragm the result will be that the 
child is forced to use the intercostal muscles as 
much as possible. But this must not be pushed 
too far because the effort may be too great for the 
child. The child can be watched, and if there is 
distress in the breathing the bandage can be 
slackened. I think benefit will be fqund from 
using this # bandage for half an hour or an hour 
twice a day. 

Deformities of the lower extremities are very 
common as the result of absence of treatment in 
the early stages of rickets. The important thing 
to remember is that if a child shows any sign of 
going off its legs, or inability to walk with comfort, 
or if its walking has been delayed, that child is 
probably suffering from rickets, and you should 
not try to encourage the strength of the limbs by 
allowing it to walk. In such cases it means that 
the superstructure is too heavy for the pedestal— 
that the ligaments, muscles, and bones are so weak 
that they cannot comfortably carry the structure 
above. Therefore, in all those cases the child 
should be absolutely kept off its legs, the legs 
should be thoroughly massaged and douched and 
bathed every day, and they should not be put into 
splints. I do not think it is satisfactory for a child 
suffering from rickets to have splints applied to 
enable it to walk, as if the bony condition were the 
only one to be considered. I believe that if you 
thoroughly treat the muscles and ligaments, and 
prevent deformities coming on by means of keeping 
the child off its legs, you will get better results, and 
more quickly, than by any surgical splints. The 
only connection in which I would mention splints 
is, that at night I think it is better to apply splints 
than to leave the legs alone. My reason is that 
during the night these children are apt to lie with 
their legs very much curled up on the abdomen, 
and from that attitude certain deformities are apt 
to take place. So I think it is a good thing to 
apply, during the night, padded splints from the 
middle of the thigh to beyond the feet. 

March 11 th, 1907. 
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THE SURGICAL TREATMENT OF 
ASCITES.* 

By LEONARD A. BIDWELL, F.R.C.S., 
Surgeon to the West London Hospital; Dean of the 
Post-Graduate College. 


The causes of ascites are rather too complex to 
discuss adequately in the short space of time 
occupied by this lecture, so I will only refer to the 
causes of those cases on which I have operated, 
and which, therefore, come within the sphere of 
surgical treatment. In my cases the ascites has 
been due to: (i) tuberculous peritonitis, (2) cir¬ 
rhosis of the liver, (3) abdominal tumours, (4) 
malignant disease, and (5) cardiac disease. 

It is interesting, however, to consider what is the 
immediate cause of the ascitic effusion. You all 
know that*the peritoneum has the most wonderful 
power of absorption of any part of the body; that if, 
in the course of an operation, a gallon or so of 
saline solution be put into the abdomen it will 
all be absorbed within an hour or two ; indeed, with 
a healthy condition of the peritoneum any amount 
of fluid, whether ascitic or artificial serum, can be 
absorbed. 

The active cause of ascitfes, then, is either the 
failure of the peritoneum to absorb effused fluid, 
or some continued irritation of the membrane 
which causes it to secrete fluid instead of absorb¬ 
ing it. The subject is, perhaps, most easily studied 
in the case of tunica vaginalis of the testes, which is, 
of course, ordinary serous membrane. In the case 
of an injury to the testes it becomes damaged, so 
that absorption is stopped and the fluid accumu¬ 
lates, and the irritation produced by the distension 
inflicts further damage on the delicate membrane, 
so that absorption is indefinitely postponed. Now, 
in some cases a single tapping of a recent hydro¬ 
cele will produce a cure by removing the stretch¬ 
ing of the endothelium membrane, and so allow it 
to take on its ordinary duties of absorption. Mild 
injections which do not obliterate the sac also act 
by restoring the proper relations between absorption 
and secretion. 

The etiology of ascites is precisely similar; here 
some condition, such as a growth or tuberculous 

* A lecture delivered at the West London Hospital 
Post-Graduate College. 


deposit, causes an increased secretion, which in its 
turn produces stretching of the serous membrane, 
and so damages it that its absorptive power is 
lost; or, again, its absorptive power may be dam¬ 
aged by either the congestion of the vessels of the 
peritoneum or the irritation of its nerve plexus— 
the consequence of interference with the portal cir¬ 
culation in cases of cirrhosis of the liver or with the 
general circulation in cases of cardiac disease. In 
all these cases if recent, and the cause is ascertained, 
the ascites may be cured by a single tapping, which 
relieves the stretching of the serous membrane 
and allows it to take on its duties of absorption 
again. 

Another point to which attention should be 
drawn is that general anasarca accompanying ascites 
does not always indicate that the ascites is due to 
cardiac or renal causes, since it may itself be 
caused entirely by the ascites. This point is of 
importance, as the oedema of the legs might make 
one hesitate to operate for the ascites. 

The whole question, of course, is whether cases 
of ascites should be treated by simple tapping or by 
laparotomy. I know of a considerable number of 
cases of ascites which have been cured by tapping 
alone, but I always feel that there is a considerable 
risk in this method of treatment, since adhesions 
may form at each point of puncture, and on a 
subsequent occasion the trocar may wound intes¬ 
tine or omentum. Again, simple tapping can only 
have a good effect by relieving the stretched con¬ 
dition of the serous membrane, and cannot act 
in any other way. A laparotomy, on the other 
hand, acts in several ways; in the first place, it 
prevents any chance of injury to the bowel or 
other organs; in the second place, it gives an 
opportunity to remove any existing cause; in the 
third place, it enables one to excite adhesions by 
which a fresh communication between the portal 
and general circulation is produced. 

Just one word as regards simple tapping; I 
need scarcely insist on the necessity for careful 
sterilisation of the skin over the abdomen conjoined 
with shaving for some considerable area round the 
site; next the trocar must be boiled before use; 
then a preliminary incision should always be made 
with a scalpel through the skin. This is done for 
three reasons: (1) not to drive in any portion of the 
epidermis with the trocar, and (2) to avoid passing 
the trocar through the skin which is so difficult to 
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sterilise, and (3) to ensure rapid union of the 
wound. In order to avoid the pain of the incision 
I usually freeze with ethyl chloride, and after 
making my incision, pass a horsehair or silkgut 
suture between the two edges of the wound to be 
tied after the tapping is finished. When the trocar 
is withdrawn I tie the suture previously passed, 
then apply a small cyanide dressing and fix it in 
position with collodion. In this way the wound 
always heals by first intention. 

Now with regard to laparotomy : in the ascites due 
to tuberculous peritonitis, there is no question that 
operation is beneficial; all that is required is to 
make an incision, let out the fluid, and then sponge 
the intestines and peritoneum Carefully with a steri¬ 
lised gauze mop No antiseptic should be used in the 
peritoneal cavity, and it is not even necessary to 
wash out the cavity. If it is washed nothing but 
normal saline solution should be used; even plain 
water kills the cells of the peritoneum. The wound 
must always be closed and never drained. The 
introduction of iodoform is quite unnecessary 
and may do harm. The removal of the products 
of the tuberculous irritation and the gentle irrita¬ 
tion of the serous surfaces apparently enables 
the peritoneum to resume its powers of absorption, 
so the results of laparatomy are extremely satisfac¬ 
tory, the percentage of cures being about 80 per 
cent. The most suitable cases are those in which 
ascites is a marked symptom, the most unfavour¬ 
able being those where adhesions and no fluid are 
present. It is interesting to remember that tuber¬ 
culous peritonitis is not met with only in children. 
I see by my notes that I have operated on two 
adults, one aet. 37 years, and the other set. 48 
years. Both cases were completely cured. One of 
them, who was operated on three years ago, has 
had no further abdominal trouble but developed a 
tuberculous knee. Another interesting tuberculous 
case was that of a child, aet. 6 years, who had an 
abdomen full of pus. This was washed out and the 
wound closed; the pus re-collected and the abdo¬ 
men was re-opened twice and the cavity washed 
out. No re-collection occurred after the third 
opening. On each occasion the abdominal wound 
healed by first intention. 

(2) Cases of cirrhosis of the liver .—This is the 
form of ascites about which there will be most 
difference of opinion with regard to operation. 
Treatment by laparotomy instead of tapping 


was brought forward some years ago by Dr. 
Drummond and Mr. Morrison, and a con¬ 
siderable number of cases have been done. 
The results of operation give a percentage of cures 
of 40 to 60 per cent., and a mortality of from 10 
to 23 per cent. The operation is performed by 
making an incision above the umbilicus to the 
right of the middle line and opening the peritoneum. 
In order to save time and to keep the field of opera¬ 
tion dry, a second puncture is made above the 
pubes and the fluid allowed to drain away by a 
trocar. The upper surface of the liver and the parietal 
peritoneum opposite to it are then scrubbed with'a 
piece of gauze and the liver stitched to the parietes 
by one or two stitches. A piece of omentum is then 
brought up to the wound and is stitched to the 
parietes; the wound is then closed. The object 
of the operation is to excite adhesions between the 
liver and the peritoneum and between the omentum 
and parietes. By so doing we establish an alterna¬ 
tive route for the blood to leave the portal and 
return to the general system, and although only a 
small amount of blood will return this way, this is 
nearly always sufficient to relieve the strain on the 
portal circulation and take away the peritoneal 
irritation, so that absorption of fluid again takes 
place. 

In the cases which I have treated no ascitic 
fluid collected after the operation, the patients, with 
one exception, living from six to nine months after 
the operation, and dying from other effects of 
cirrhosis, such as haematemesis. The one exception 
is well worthy of mention, since it shows the 
danger of interfering with an adherent omental 
hernia. This was a woman, aet. 55 years, who had 
ascites and cirrhosis of the liver. There was a large 
umbilical hernia, and it was noted that the veins 
over it were distended. The patient was put under 
ether. The operation was performed as described 
above, but in addition a radical cure of the umbilical 
hernia was performed. The patient developed 
broncho-pneumonia and died. In my opinion the 
| fatal result was due to two causes—(1) the 
: administration of ether, and (2) the interference 
! with the connection between the portal and general 
circulation which had been established in the 
umbilical hernia. Of course, both these causes 
can be avoided. 

(3) In the case of ascites due to abdominal 
tumours or malignant disease of the peritoneum, 
I am strongly in favour of laparotomy. In the 
first place, it is impossible to be certain that the 
growth is not suitable for removal, and in the second 
place cases of general peritoneal cancer improve 
in a marked manner after laparotomy. This was 
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very well marked in many of my cases, where 
tapping had been necessary at short intervals, and 
after simple laparotomy, with gentle swabbing of the 
peritoneum, any fresh collection of fluid was delayed 
for a long time. One must also not lose sight of 
the fact that cases which apparently belong to 
the inoperative malignant division do sometimes 
diminish and even disappear after laparotomy. 

More important, however, are the cases where 
there is a tumour which can be removed and the 
patient completely cured. In the solid ovarian 
tumours, especially those of older women, ascites is 
often a very marked symptom, and sometimes is 
so excessive that it is very difficult to detect the 
tumour. I have had two such cases recently, in 
which there was no return of ascites after removal 
of the tumour. 

A still more interesting case, however, was one 
which I reported to the last meeting of the British 
Medical Association. This was a man, set. 62 
years, who had enjoyed good health till about 
eight months before I saw him, when he com¬ 
plained of getting tired and lost his appetite. He 
had always been big bellied, but latterly his arms, 
legs, and face had got thin, while his stomach 
slightly increased in size. He had oedema of legs 
and occasional incontinence of urine. When I saw 
him his abdomen was greatly distended, was dull 
all over, respiration was embarrassed, and he was 
a little cyanosed. The bladder was examined but 
was empty, and there was no stricture or enlarge¬ 
ment of prostate. As the case was urgent, the 
abdomen was tapped and four gallons of blood¬ 
stained serum evacuated. A hard mass was then 
felt in the umbilical region quite distinct from the 
liver, it was movable and about six inches in dia¬ 
meter. After the tapping the oedema of legs sub¬ 
sided, but on the patient getting up the pulse 
became very feeble and there were profuse sweats. 
The abdomen filled up and tapping was required 
on the sixteenth day, again ten days later, then in 
another ten days. When the patient’s general condi¬ 
tion had improved, an exploratory laparotomy was 
performed, and on opening the abdomen a large, 
cystic-looking tumour was exposed. On tapping 
the blood spurted out. It was brought outside the 
abdomen and found to have a distinct pedicle 
attached to the omentum. This was ligatured, and 
the abdominal wound closed. 

The patient made an uninterrupted recovery, 
having no further ascites, oedema of legs, nor urinary 
trouble. A year later he was in perfect health. 

This case was supposed to be one of malignant 
disease, and the operation was undertaken rather 
with a view to checking the filling up of the ascitic 
fluid than with a hope of cure. So in recom¬ 
mending an exploratory operation we must not lose 
sight of the possibility of a cure. 

March nth, 1907. 


REAL AND APPARENT DIFFERENCES IN 
THE INCIDENCE OF CANCER.* 

By E. F. BASHFORD, M.D., 

General Superintendent of the Imperial Cancer 
Research Fund. 


The separation of the real from the apparent 
differences in the incidence of cancer t is the 
immediate goal of the statistical study of malig¬ 
nant new growths. The separation is difficult to 
effect. In attempting to distinguish some apparent 
differences, and to emphasise others which appear 
to me to be real, I shall have to crave your in¬ 
dulgence. It will be necessary to discuss many 
topics not obviously associated, and to endeavour 
to unravel a mass of detailed observations. Within 
the short space at my disposal I shall require to 
be as dogmatic as possible in order to bring out 
the differences which seem to be of real import¬ 
ance at the present time. 

At the outset, therefore, I wish to guard myself 
against the imputation that I attach no importance 
whatsoever to many of the differences I shall 
describe as more apparent than real. I shall 
assign them to these respective categories with 
reference to their direct bearing upon experiment, 
in the present state of our knowledge. 

The study of all the circumstances associated 
with the sporadic occurrence of cancer must 
remain indispensable so long as we are unable to 
test the relative importance of each. The relative 
importance of some of these circumstances can 
only be finally cleared up after the true nature of 
cancer has been ascertained, and the purely statis¬ 
tical investigation of the incidence of cancer will 
remain more or less empirical until this end is 
attained. The statistical investigation of infective 
diseases was pursued empirically before the deve¬ 
lopments of bacteriology directly demonstrated 
the causes of many of those diseases, and placed 
new problems before statisticians, who were en¬ 
abled by those developments to see old problems 
in their true perspective, e.g.> the geographical 
distribution of infective diseases, the epidemic 
and endemic occurrence, the relation between 

* Delivered before the Epidemiological Society. 

t The term “cancer” is used throughout for conveni¬ 
ence to designate malignant new growths of all des¬ 
criptions. 
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variations in the incidence of infective diseases, 
and, e.g., water-supply, density of population, 
rainfall, ground-water, or season. In the case of 
cancer the statistical investigator has not yet ad¬ 
vanced from the state of ignorance in which the 
student of the infective diseases compiled statistics 
in the days before Pasteur, and it would be unjust 
to criticise the uses accurate statisticians make of 
the available data. 

Until we shall be able to start cancerous pro¬ 
liferation in a tissue at will we shall remain in 
this same unfavourable position for determining 
the true importance of many circumstances, which 
at the same time it is unjustifiable to ignore. The 
increased number of deaths recorded from cancer, 
its apparent greater frequency in some geographical 
areas (whether large or small) than others, the 
presumable importance of race, diet, soil, climate, 
are all problems of much less importance than the 
infective or non-infective nature of cancer; but 
we must not lose sight of the fact that it is in all 
probability as much without the province of sta¬ 
tistics to supply the direct answer to the question 
“What is the cause of cancer?” as it was for 
statistics to directly prove the causes of diseases 
now known to depend on infective organisms. 

Much harm has resulted from the improper use 
of statistics by those too enthusiastic advocates of 
this or that speculation on the nature of cancer 
who have ignored the limitations to statistical in¬ 
vestigations. Accurate statistics of all the circum¬ 
stances associated with the sporadic appearance of 
cancer have their proper place. They are at 
present the best guide in defining the direction 
experimental investigation into the nature of 
cancer should take. 

Statistics must be based on accurate data of a 
nature fitted to the end in view. In the case of 
cancer there is a peculiar difficulty in securing 
accuracy in the data. There is lack of uniformity 
in the method of compiling existing statistics. 

In a general survey of statistics on the incidence 
of cancer variations in its recorded frequency are 
the outstanding feature. These variations have 
attracted much attention, but there is no unani¬ 
mity as to the conclusions to be drawn from them. 

Cancer is more frequently recorded in some 
countries and races of mankind than in others. 
Its recorded frequency varies in the same country, 
and in urbaq and rural districts at different times; 


and in more limited areas, e.g., in streets and 
houses, importance has even been attached to the 
larger number of cases of cancer treated in hos¬ 
pitals nowadays. As is well known, the frequency 
of cancer increases with advancing years, and it 
attacks the several organs of the body with varying 
frequency. The belief was at one time general 
that the disease was peculiar to mankind, but 
cancer is now known to occur throughout verte¬ 
brate animals. Here, again, its appearance presents 
irregularities, in that it is more common in domes¬ 
ticated animals than in wild animals, and more 
frequent in some domesticated animals than in 
others. A scrutiny of the nature of the data on 
which statements of this varying incidence are 
based is a necessary preliminary in order to arrive 
at provisional conclusions on the importance of 
each of the above-mentioned variations. Above 
all, it is essential to determine if any variation bears 
directly on the remaining variations, diminishing 
or augmenting their magnitude, or absolutely 
changing their significance. 

Difficulty of Recognising Cancer. 

The pathological value of the data on which 
statistics of cancer are based is of prime impor¬ 
tance. In the exanthemata and other infective 
diseases the fully-developed disease, once it has 
been recognised as a clinical entity, presents itself 
in the mortality returns as a magnitude which can 
be compared from year to year, for there is a 
definite something to be recognised and recorded. 
Thus, for example, diphtheria, in addition to larval 
and ambulatory forms, occurs as a well-marked 
clinical entity in the majority of cases, so that its 
recognition nowadays presents fairly constant 
difficulties, and its relation to the general death 
rate can be compared from year to year. The 
same may be said of tubercle, diabetes, exoph¬ 
thalmic goitre. In cancer, on the contrary, we 
have to deal with the difficulty that the fully- 
developed disease, progressing to a fatal issue, 
may be entirely overlooked by the most competent 
observer, and not in a small proportion of cases, 
but even in so high a proportion as 50 per cent., 
e.g., in the fatal internal cancers. Hence the records 
of deaths and estimates of mortality from cancer 
from clinical data alone may vary within wide 
limits, the absolute incidence of the disease 
remaining, however, the same, and conversely. 
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In order to obtain an estimate of the range of 
these limits an attempt has been made to correlate 
the most reliable form of clinical diagnosis with 
the results of skilled pathological examination in 
every case. This was achieved by the collabo¬ 
ration of members of the staffs of the large 
London Hospitals, providing succinct records of 
the cases of cancer in the practice, as well as of 
those cases which, although regarded clinically as 
malignant disease, were found on pathological 
examination not to be so. Thus the diagnosis of 
cancer was confirmed by pathological investigation 
in 3576 cases; 319 cases similarly diagnosed were 
found not to be malignant new growths at all, or 
nearly 10 per cent; 726, or 16 per cent, of the 
cases in which diagnoses other than that of 
malignant new growth had been made, were 
discovered on pathological examination to be 
malignant new growths. 

The importance of these figures for all statistical 
investigations of cancer is clearly manifest when 
the proportions of cases not diagnosed, and 
wrongly diagnosed, are studied according to the 
sites of the body in which the disease had origi¬ 
nated. Those parts of the body easily accessible to 
complete physical examination are contrasted in 
the accompanying Table with inaccessible sites 
and with sites intermediate between the two. 

London Hospitals.—Analysis of Cases Reported by 
the Hospital Authorities . 


Malignant new growths. 



Correctly 

diagnosed. 

Not 

diagnosed. 

Wrongly 
diagnosed as 
cancer. 

Accessible . 

2391 

2l8 

190 

Inaccessible 

614 

420 

68 

Intermediate 

57 * 

88 

6l 


357*5 

726 

3*9 


The result appears conclusive as to the factor 
determining the accurate recognition of malignant 
new growths in hospitals. More than half of the 
cases not diagnosed (420 in 726) occur in inacces¬ 
sible sites. While less than 10 per cent, of the 
malignant new growths in accessible sites are not 
diagnosed, more than 40 per cent, of those in 


inaccessible situations are clinically unrecognisable 
as cancer. 

The pathological process is the same in all the 
different sites of the body. The great difficulty of 
diagnosing malignant new growthsjin internal organs 
is due to the fortuitous and occasional character 
of the symptoms on which the diagnoses are based. 
Surgeons are more and more recognising that 
cachexia, pain, and other reputed symptoms are in¬ 
constant accompaniments of malignant new growths. 
Wilks* pointed out emphatically, forty years ago, as 
the result of experience gained in the performance 
of 2000 autopsies at Guy’s Hospital, “the cachetic 
condition spoken of in cancer is a result of the 
disease, and does not pre-exist, and in very many 
cases is not present at all, and depends, as we 
have before remarked, upon accidental circum¬ 
stances.” The experimental study of cancer in 
animals fully justifies the conclusion Sir Samuel 
Wilks—the doyen of English pathology—came to 
so long ago. The survival to the present day of 
this phantom symptom of cancer is but one 
illustration of the impossibility of setting up any 
better substitute of any series of signs as the 
characteristic symptoms of the disease. This 
impossibility, revealed by the figures quoted above, 
needs only one other illustration. Distinguished 
surgeons have confessed that they could not 
always be sure of the nature of certain morbid 
growths. They have got out of the difficulty 
by designating a group of conditions as pre- 
cancerous, because, although not conforming to the 
empirical symptomatology of cancer, cancer, as a 
matter of fact, frequently followed. To take the 
case of the tongue: here this state of affairs 
persisted till, with the valuable collaboration of 
Mr. Butlinf, whose experience of such conditions 
of the tongue is perhaps unrivalled, Murray and 
myself were able to show that four out of seven 
lesions which Mr. Butlin believed to be pre- 
cancerous conditions of the tongue were in reality 
already well-developed, if small, epitheliomata, and 
clinically unrecognisable as such. Here, in a site 
accessible to the most careful physical examination, 
the difficulty of diagnosis is clearly brought out. 
At the same time the probability of correct dia¬ 
gnosis is shown to depend, not on symptoms, but 
on the size to which a cancer—a purely anatomical 

* ‘ Guy’s Hospital Reports,’ S. Ill, vol. iv, 186 b. 

f 4 Brit. Med. Journ.,’ May 26th, 1906* 
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' lesion—must attain before its character is recog¬ 
nisable to the unaided ^senses, or even with the 
assistance of the microscope. 

The extent to which the difficulties of diagnosis 
tend to conceal the absolute incidence of cancer 
varies at different age-periods. The difficulties are 
more pronounced in children, for in them investi¬ 
gation is entirely objective, and the absence of 
features which are specific for cancer is most felt. 
A comparison of the percentage relationship of the 
distribution of malignant new growths (on the 
basis of .the figures already quoted) at ages below 
25, which were not diagnosed, and of those growths 
which had been wrongly diagnosed as cancer, 
brings out the fact that a much higher proportion 
of cases of malignant new growth cannot be recog¬ 
nised clinically in youthful patients. When the 
cases are grouped under ten instead of under 
twenty-five years, a still greater discrepancy is 
revealed.* 

We have no means at present of estimating the 
extent to which the figures of the cancer mortality 
of the general population would be modified were 
it possible to determine the disturbance introduced 
by cases wrongly diagnosed as cancer, and not 
diagnosed respectively. This difficulty is aug¬ 
mented by the fact that the figures, on which the 
estimate of the proportion of cases wrongly dia¬ 
gnosed as cancer is based, are derived from 
operation cases, while the estimate of the pro¬ 
portion of malignant new growths which were not 
recognised is based to a greater extent on post¬ 
mortem material, which compares much more 
strictly with mortality returns. In the national 
mortality returns the mode of death helps to decide 
whether the lethal issue was due to cancer or not. 

It might seem that the errors in the final data, 
arising from the occurrence of growths wrongly 
diagnosed as cancer, will neutralise the under¬ 
estimate caused by cases which have not been 
diagnosed; but a little consideration shows that 
this is not the case. The under-estimate of the 
frequency of cancer is not uniform at all sites, and 
the sites where the under-estimate is greatest 
(internal organs) are not characterised by a corre¬ 
sponding over-estimate as the result of wrong 
diagnosis of cancer. 

• Bashford and Murray, “The Statistical Investigation 
of Cancer/’ ‘ Sec. Sci. Rep. of Imp. Cane. Res. Fund ’ 
(Taylor and Francis, 1905). 


These considerations show that the errors in the 
one group cannot be set off against the opposite 
errors in the other group in such a way that the 
final totals should represent the absolute incidence 
of the disease in any organ or in the body generally. 

It is impossible to apply any correction from 
hospital statistics to general mortality statistics.* 
It is therefore fallacious to make any direct com¬ 
parison between the death rates from cancer in the 
general population and in the proportion of cases 
occurring in the patients of a hospital or group of 
hospitals, although the clinical observations which 
constitute the starting-point of both forms of 
statistics are similar. The death-rate of a popula¬ 
tion is the most—and probably the only—reliable 
method of estimating the frequency of cancer. All 
other methods, such as the German “cancer- 
census,” the study of the frequency in the experience 
of life-assurance societies, the comparison of the 
numbers of cases in hospital practice in which no 
basis for comparison exists, introduce either new 
sources of fallacy or magnify those inherent in 
mortality statistics. The errors in diagnosis made 
in general practice are probably greater than in 
hospital practice, for they are made under less 
favourable circumstances. 

In endeavouring to estimate the importance of 
the variations in the incidence of cancer, I shall 
attach great importance to the very wide limits 
within which the primary data may vary qualita¬ 
tively and quantitatively under different circum¬ 
stances. 

Apparent Differences in the Recorded 
Incidence of Cancer in Europe. 

There are differences in the number of deaths 
assigned to cancer in civilised countries. Owing 
to their exceptional characters I do not propose to 
touch upon the statistics of the United States or of 
the Australasian Colonies. In Europe, c.g. the 
rate of mortality varies from 0*33 in Hungary to 
1*26 in Switzerland. It may not be only a co¬ 
incidence that the largest number of deaths assigned 
to cancer occurs in Switzerland,! where medical 
inspection of the dead body is customary, and 


• See “ The Statistical Investigation of Cancer/’ loc. tit. 
for remarks on Riechelmann’s attempt to make such a 
correction. 

f Cf. t however, page 348, for factors artificially augment¬ 
ing the number of deaths from cancer. 
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where, in 1900, in fifteen of the largest towns 
autopsies were made in so high a proportion as 
25'7 per cent, of the total'deaths. I cannot refrain 
from pointing out that the number of deaths 
assigned to cancer increases from one country to 
another in a manner parallel with the increasing 
accuracy of the vital statistics of the several 
countries. Thus, for example, the Prussian stati¬ 
stics are known to be less reliable than those com¬ 
piled by Dr. Tatham for England and Wales, and 
the rate of mortality from cancer is 0*57 as com¬ 
pared with 0*79. The recorded death rate from 
cancer in Ireland is much smaller than in the rest 
of the United Kingdom, being 0*57—equal to that 
of Prussia; and I may take this difference as a 
special test case, because a possible explanation 
has been arrived at for Ireland. 

The discrepancy between the recorded incidence 
of cancer in England and Wales and Ireland exists 
also in the extent to which cancer is recorded in 
the hospitals of the two countries.* The fact has 
been elicited that autopsies are performed with 
minimal frequency in Irish hospitals,! whereas in 
English hospitals they add largely to the certified 
number of deaths from cancer. Further, in Ireland 
microscopical examination is scarcely carried out 
at all outside of one or two centres of population ; 
and in London, together with the number of 
autopsies, is responsible for adding over 30 per 
cent, to the total number of cases recorded in 
hospital. 

A general review of the facts elicited on the dia¬ 
gnosis of cancer in London and Irish hospitals 
reveals the magnitude of the differences which may 
exist between the recorded frequency of cancer and 
itsabsolute incidence. Procedures, which in London 
and England generally make the recorded frequency 
approximate more nearly to the absolute incidence, 
are inoperative in Ireland. The discrepancy 
between the recorded frequency of cancer in 
London and Irish hospitals can be explained solely 
by the heavy disadvantage under which .the search 
for cancer is carried out in the latter. The very 
unsatisfactory circumstances under which a large 

* Cf. Bashford and Murray, " The Statistical Investiga¬ 
tion of Cancer.” 

f Not only are the facilities for post-mortem examination 
lacking, but the habit of holding “ wakes ” on the dead is 
a great obstacle in the way of obtaining permission for 
autopsies. 


proportion of medical practitioners have to eke out 
an existence in Ireland is notorious, and finds its 
counterpart in the registration of the causes of 
death. 

The conclusion is permissible that among that 
proportion of the Irish population which does not 
have access to hospitals a still higher percentage 
of cases of cancer remains unrecorded, with the 
result that the relative frequency in hospital and 
the relative infrequency outside of hospitals to¬ 
gether combine to give a lesser-recorded cancer 
mortality throughout Ireland generally. In all 
probability the more favourable conditions pre¬ 
vailing in England, if they existed in Ireland, 
would quickly demonstrate there a cancer death 
rate proportionately higher than that of England, 
in accordance with the higher “ age-constitution ” 
of the Irish population. 

The occurrence of cancer in Ireland has been 
made the subject of a special report by the 
Registrar-General for Ireland, * the perusal of 
which only confirms the unfavourable opinion I 
have above expressed on the insufficiency and un¬ 
reliability of the data upon which the Registrar- 
General of Ireland is obliged to rely for his 
statistics of cancer mortality; and also arouses 
misgivings as to the extent to which it has been 
found possible to apply actuarial corrections for 
the peculiar age-incidence of cancer. 

Throughout Europe such disturbing factors are 
in play, minimising the number of the data avail¬ 
able for statistical purposes in some instances, and 
augmenting them in others. The pathological 
value of the data is also by no means uniform. If 
one be justified in dismissing the difference be¬ 
tween the rate of mortality in Ireland and England 
and Wales, as an expression of an apparent, and 
not of a real, difference in the absolute incidence of 
cancer, the differences obtaining in the case of 
other European countries cannot have any greater 
importance attached to them. The primary data 
are obtained in different ways, and different statis¬ 
tical methods are employed in different countries. 
Therefore great caution is necessary in assuming 
that the final statistical results are comparable, and 
reveal real differences. In any case the magnitude 
of the recorded differences loses much in signifi- 

* “ Special Report on Cancer in Ireland,” Supplement 
to' Thirty-Eighth Annual Report of the Registrar-General ’ 
(Dublin, 1903). 
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cance. In some statistics the attempt is made to 
deal separately with the deaths from sarcomata and 
carcinomata. This probably introduces grave 
errors, for Murray and myself have shown that the 
one form of disease is as difficult to recognise 
clinically as the other, and also that the proba¬ 
bility is great that carcinoma and sarcoma both 
increase with advancing years—a conclusion to 
which Weinberg* has come independently. In 
other statistics new growths are grouped together 
in a more indiscriminate fashion, e.g. in Switzerland, | 
for males, all fatal diseases of the prostate gland | 
are grouped under the heading of “ cancer ” of that 
organ. The factor introducing most disturbance 
into the number and the value of the data is pro¬ 
bably the manner in which the certification of 
deaths is affected, and the extent to which this 
is solely the duty of medical men, as in some 
states, or merely the ignorant opinion of a layman, 
after viewing the body, in others. Prinzing cites 
two instructive cases. In one, an ignorant peasant 
who performed this duty returned all deaths as due 
to cardiac failure, and another returned fifty deaths 
from diphtheria in Tilsit at a time when even ! 
illness from diphtheria was quite rare. 

The improvements Drs. Ogle and Tatham have 
effected in our own national statistics of cancer by 
inquiring into vague statements of the cause of death 
of itself serves to show how much room there is for 
improvement in countries were laymen are entrusted 
with the declaration of the cause of death in the 
case of cancer—a disease often presenting insuper¬ 
able difficulties to the most skilled clinician, as I 
have pointed out above with reference to hospitals. 

Before the members of this Society it is unneces¬ 
sary for me to emphasise that the statistical utilisa¬ 
tion of the number of deaths recorded from cancer 
requires the employment of special methods, 
because of the frequency of the disease in old 
people and its rarity in the young. This fact has 
not received so much attention abroad as in Eng¬ 
land, where Newsholme has so ably enforced its 
statistical importance. I am obliged to draw atten¬ 
tion to the frequency with which statistics on cancer 
have been compiled without any cognisance being 
taken (1) of the pathological value of the data; 
(2) of the actuarial corrections for the error due to 
the survival of a varying number of persons to 
higher ages ; (3) of the futility of conclusions based 
on too small numbers, e.g. in small districts. 
These are sources of fallacy any one of which may 
completely vitiate comparisons, and which, I regret 
to say, are not always absent from the reports of 
medical officers or health in this country, who 
occasionally alarm their neighbourhood by, e.g. 
permitting such statements as : “ there was a con- 

• 1 Zeitsch. f. Krebsforschung,’ 1905. 


siderable increase last year in the number of deaths 
from cancer, and also from whooping-cough and 
suicide.” 

In briefly summarising the impression made by 
a study of the death rates from cancer in European 
countries, I may state that comparisons between 
different countries, with a view to establishing 
differences in the absolute incidence of cancer, 
appear to me to be entirely fallacious. The 
dimensions of the differences are not so great that 
they are incapable of explanation by (1) the vary¬ 
ing difficulties in the way of obtaining accurate 
records of the numbers of deaths from the disease, 
i. e. of making them approximate to the absolute 
number; (2) the divergences in the methods of 
utilising the data for statistics; (3) the varying 
extent to which actuarial correction is made for 
the age constitutions of the respective populations ; 
(4) the different age constitutions of the popula¬ 
tions themselves. I must guard myself from the 
charge that I deny real differences may exist. All 
I intend to convey is that the recognisable sources 
of fallacy appear to me to carry more weight than 
the evidence that the existing differences are real, 
and of sufficient magnitude to make them of 
primordial importance for the experimental in¬ 
vestigation of the nature of cancer. As regards 
more limited areas in single countries, and 
differences between towns and country districts, 
the accuracy of the registration of the causes of 
death is everywhere behindhand in rural districts 
as compared with towns; and the same remarks 
appear to be applicable here as to the differences 
which obtain in the rate of mortality from cancer 
in more extended areas. 


Apparent Differences in the Incidence of 
Cancer outside Europe. 

When attention is directed to races of mankind 
outside of Europe, including aboriginal races, the 
differences in the recorded incidence of cancer are 
of greater magnitude. These differences are 
chiefly relied on by those who assert that our 
European civilisation is causally connected with 
the recorded increase in the number of deaths 
from cancer. 

The case of Japan is of special interest. In 
1901 the German Cancer Committee seriously 
accepted information to the effect that cancer was, 
without doubt, much rarer in Japan than in 
Europe. The informant went on tp state: 
“ This is at once evident from the relatively large 
number of cases in the small number of European 
inhabitants, as contrasted with the rarity with 
which the disease is observed in natives.”* With¬ 
out referring to the statistical fallacies which vitiate 
such a conclusion, it is sufficient to point out that, 
as a matter of fact, the official statistics of the 


• 4 Verhandl. d. Comites f. Krebsforsch/ Heft, i, p. 46. 
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Japanese empire for that same year show that out 
of a total of 959,126 deaths, 24,598 were returned 
as due to “cancer” and “other malignant 
growths.”* 

I have to thank Baron Takaki for access to the 
Japanese statistics. He expressed the opinion 
that cancer was not so well diagnosed in Japan as 
in England, nor were the mortality statistics of 
Japan as yet comparable in accuracy to those of 
this country. The approximation of the Japanese 
to the English national figures is thus made all 
the more striking. The crude figures would indi¬ 
cate that cancer is twice as frequent as a cause of 
death in England as in Japan. It must be evident, 
without further discussion, that this conclusion 
might require drastic revision if our information as 
to the “ age-constitution ” of the Japanese popula¬ 
tion were more complete, and if the registration of 
deaths were carried out as in this country. In 
Japan, in 1901, no fewer than 52,786 deaths were 
recorded as due to old age, and 113,474 as due to 
undefined diseases. 

Exaggerated importance, not justified by fuller 
knowledge, has been attached to assertions that 
cancer is practically absent in India, in Egypt, and* 
among aboriginal races. 

In the course of the past two years 1288 cases 
have been reported from hospitals in India. Con¬ 
sidering the 200,000,000 of population this num¬ 
ber seems vanishingly small, but must be regarded 
in the light of the small number of hospitals, and 
the onerous duties which a relatively small number 
of officials, undertaking this additional work, have 
to discharge. More than 90 per cent, of the 
cases are recorded for sites very accessible to 
physical examination. The patients belong to 
vegetarian as well as other castes, and their dis¬ 
tribution throughout India suffices to dispel any 
hopes of discovering races exempt from the disease 
in that country. The rarity in the records of cases 
from internal organs does not necessarily imply 
that such cases do not occur. The difficulty of 
diagnosing internal cancer has already been re¬ 
ferred to as of statistical importance; and these 
difficulties must be much greater in circumstances 
such as are met with in India, and to a still 
higher degree in less civilised countries. In the 
case of Egypt, among the patients treated in the 
Government Hospitals 193 cases of cancer have 
been reported during the past two years. In 
short, wherever there is a well-organised medical 
service controlling hospitals in outlying parts of 
the empire reports of the occurrence of cancer 
have been obtained, with certain exceptions where 
the smallness of the populations has precluded its 
occurrence up to date. The relative ease with 

* In England and Wales in 1904, out of 549,784 deaths, 
29,682 were returned as due to cancer. The population 
in 1904 was calculated to be 33,861,210. The population 
of Japan in 1902 was 45,227,464. 


which reports have been obtained through the 
instrumentality of the Colonial Office contrasts 
favourably with the difficulties to be overcome in 
obtaining the data. 

I do not propose to discuss in detail the observa¬ 
tions which have accumulated since the commence¬ 
ment of our inquiries as to the occurrence of cancer 
in the native races in outlying parts of the British 
Empire and remote from civilisation. It will suffice 
to point out that the disease has been found where 
formerly it was supposed to be absent, but. the 
figures are still too small to merit detailed con¬ 
sideration. The facts ascertained show that, taking 
England as a standard, there is a gradual diminu¬ 
tion in the precision and completeness with which 
cancer is recorded, Ireland showing less precision 
and completeness, and various outlying parts of the 
empire still less of these qualities, till a minimum 
is reached among the natives of certain tropical 
colonies, and in the case of islands with very small 
populations. The diminution proceeds pari passu 
with the increasing difficulties in observing the 
disease, or obtaining reliable primary statistical 
data of any sort whatsoever. These considerations 
modify the importance to be attached to differences 
in the recorded incidence of cancer in Japan, India, 
Egypt, and uncivilised races, for they are paralleled 
in Europe, if in lesser degree. 

It may be opportune to remark here that 
although cancer is universal it is everywhere a 
rare disease. Even in countries in which it is a 
relatively important cause of death the number of 
cases is small in comparison with the total popula¬ 
tion. The differences in European countries only 
amount to fractional parts of one death per 1000 
living. The data which would enable us to com¬ 
pare Central African with European races in the 
same way are totally wanting. 

Reviewing the incidence as a whole, the balance 
of probability is in favour of the view that the 
recorded differences in the frequency of cancer in 
European and other races are more apparent than 
real. They are therefore unlikely to afford safe 
guidance to experimental investigations or to 
throw direct light on the truth of the assumption 
they have so frequently been used to support, viz., 
that cancer is a disease, of which the several cases 
occurring in a population are causally connected 
by a common virus passed from one person, directly 
or indirectly, to another. I do not underrate the 
value of the statistical investigations above 
described when I assert that their continuance 
does not promise to yield data numerous and 
reliable enough to reveal the real differences which 
may exist within a measurable time. Data bearing 
only on the ethnological distribution of the disease 
require to be supplemented by other investigations 
when we attempt to draw conclusions forthwith. 

(To be concluded ). 
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WITH DR. AMAND ROUTH IN THE 
WARDS OF CHARING CROSS 
HOSPITAL. 


We were on the point of operating on this 
patient, but on the previous night the temperature 
ran up to 101° F. She was in the next bed to the 
patient whose fibro-myomatous uterus I showed to 
you just now, and who, unfortunately, died from 
broncho-pneumonia and pulmonary abscess follow¬ 
ing influenza, without any operation being per¬ 
formed, and I feared that this case was going to take 
a similar course. But the temperature has come 
down all right. There have been no physical signs 
in her, no pain except headache, so it was pre¬ 
sumably influenza. We have had several cases in 
the ward with a moderate temperature from that 
cause recently. It is very dangerous to operate on 
a patient who has influenza. The diagnosis in 
this case is a fibroid. The physical signs are a 
little equivocal. For two years the patient, who is 
aet. 42 years, a married nullipara, has noticed that 
her abdomen has been getting larger. Three 
months ago she had a violent pain in the hypo- 
gastrium and micturition became difficult, and 
finally there was complete retention. So in her 
case attention was drawn, first to the increase in 
size of the abdomen, due, apparently, to distended 
bowel from pressure on the rectum, and, secondly, 
to this retention of urine. This is the history 
which one frequently finds in the case of pelvic 
fibroids; the fibroid becomes sufficiently large to 
press on the urethra, or to drag the bladder back¬ 
wards, and the result is that there is retention, 
generally just before or on the first day of the 
period, the fibroid swelling up to one third as big 
again, and the pressure produced by it being there¬ 
by sufficient to make the difference. She has also 
had menorrhagia, lasting seven or eight days, and 
some dysmenorrhoea. Quite recently she had had 
metrorrhagia, which is common enough when 
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fibroids are present, and it either means that there 
is fungous endometritis or the fibroid has become 
submucous or polypoid, or that it is degenerating. 
Any variety of necrosis or sarcomatous change 
would do it. When she came here last week we 
could just feel a sense of resistance over the 
abdomen, and the top of the fibroid can just be 
felt above the pubes. The pelvis is fairly well 
occupied by the fibroid, which is evidently im¬ 
pacted, but the cervix bulges down into the vagina, 
and you can trace the supra-vaginal cervix uteri 
some little way up. I have not passed the sound 
yet to clear up the diagnosis. I always avoid 
doing so unless I have the patient anaesthetised so 
as to be sure of complete antisepsis. There is 
a dip between the hard mass in the pelvis and 
the supra-vaginal cervix. I think that what we 
shall probably find is that she has an intra-liga- 
mentous fibroid, growing from the right side into 
the broad ligament and bulging posteriorly. If so 
it will require enucleation. Fibroids which do not 
rise out of the pelvis cause pressure symptoms 
more than others do, and therefore require earlier 
treatment.* 

This next patient has somewhat similar physical 
signs. She was sent in with a diagnosis of a 
fibroid of the uterus. I examined her under an 
anaesthetic two days ago and I do not think it is a 
fibroid. She has not many of the symptoms of 
fibroid. She is aet. 27 years, and had a child at 
24, and she has had two miscarriages since. She 
does not lose very much and her periods only last 
three or four days each time. She herself considers 
her losses are rather profuse, but menorrhagia due 
to fibroids lasts longer than three or four days. 
As pointing further against fibroids she has been 
somewhat irregular during the last three or four 
months in the direction of amenorrhoea. She will 
go six weeks between the losses, and that fact is 
not in favour of fibroids. Examination shows 
that the sound goes in somewhere about three 
and a half inches, and the cavity of the uterus is 
quite straight—it is not distorted in any way. On 

• The patient was operated upon afterwards, and the 
impacted fibroid was found to be in the right posterior 
wall of the uterus near the fundus, and had produced a 
retro-flexion of the uterus. The metrorrhagia was due to 
a second submucous fibroid. Other fibroids were present 
anteriorly. Both ovaries were normal and were left in 
situ. The patient has done well. 


the right side of the uterus, adherent to it, bulging 
into or hooded over by the broad ligament, is a 
rather tense, vaguely elastic body about the size of 
a small cocoa-nut, entirely in the pelvis, and 
moving bodily with the uterus. You can move 
the uterus a little independently of the mass, and 
my impression is that we shall find this to be a 
broad ligament cyst, or possibly an ovary or tubo- 
ovarian mass, which has become hooded over by 
the right broad ligament, very densely adherent 
probably to the back and side of the uterus. Her 
period was over-due, and where there is a question 
of operation for what may prove to be a fibroid I 
always make a point of waiting until the period is 
nearly or quite over, because the uterus is then 
very much smaller and you can manage with a 
smaller incision, and the shock is naturally much 
less. By thus waiting, the patient has, in addition, 
the benefit of the relief from the period which, if 
it were suddenly checked by operation, seems to 
add to her discomfort. These two cases I have 
just shown you are yet to be treated.* 

This patient had a perineal operation done 
nearly three weeks ago. She had a little rise of 
temperature the first day or two, which I never 
like to see, in case it may mean the beginning of 
infection with inflammation and suppuration. 
There was nothing of the sort here, however, and 
she is now very well. The perineal tear seemed to 
have occurred when she had her first child, which 
was a breech case. Forceps were used and the 
child was stillborn. Therefore, perhaps, one is 
justified in assuming that the forceps were put on 
with the view of saving the child’s life, and, of 
course, a certain amount of force has to be used 
when the child is practically moribund, and a tear 
very often happens as a result of it; it can often 
hardly be avoided. Personally, when I have a 
breech case, as the body is coming through I 
always empty the bladder, and make sure that it is 
empty, and then, as the head comes down, after the 


* This patient was operated on by the abdominal route 
afterwards. The tumour, to the right of the uterus, 
proved to be a luteal cyst of the ovary adherent to an en¬ 
larged, tortuous, retort-shaped tube, the seat of chronic 
salpingitis. The organs were densely adherent to the 
uterus, broad ligament, and sides of pelvis. On the left 
side the tubal ostium was adherent to the ovary. The 
fimbriae were therefore detached and the parts otherwise 
left undisturbed. Convalescence was normal. 
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cord has been put in the best possible position, I 
let the child’s body lie on my arm, get two fingers 
in the child’s mouth and my hand over the woman’s 
hypogastrium to press the occiput down towards 
the pelvic outlet. If the after-coming head is in 
the usual position with the occiput anterior, you 
get very powerful flexion with the body held well 
forward between the mother’s legs. Should that 
fail—which is rare—you have your forceps ready to 
put on behind the child’s head—that is, along the 
abdomen of the child, and you can almost always 
get the head born before the child dies. But you 
may have to sacrifice the integrity of the perineum. 
There is another point I might mention in connec¬ 
tion with sewing up the perineum. I think it is a 
good plan to put in the stitches immediately after 
the child is born, because then the parts are much 
more numb, and the patient is perhaps still partly 
under the influence of the anaesthetic. You can 
at that time pass your needle through, without 
much discomfort to the patient—certainly with 
much less pain than if you left it until the after¬ 
birth had come away. If you have to pass your 
hand in to extract the placenta you avoid the 
further tearing down of the perineum which 
generally happens. I generally use silkworm gut 
sutures, which do not bother the patient like 
silver wire, and there is no trouble in taking them 
out. There is much less risk of sepsis if imme¬ 
diate repair is effected, because you do not leave a 
raw surface there. And there is another reason 
for immediate repair, which may be called the 
medico-legal one: if you do not make a little fuss 
or take a little trouble over a torn perineum, and 
the patient is not comfortable afterwards, she will 
probably go to a neighbouring practitioner, who 
says that she ought to have been sewn up. I have 
had many cases of that sort to defend in actions 
for damages against general practitioners. It is 
better to demonstrate to the nurse that there is a 
tear and put in a stitch. As to whether I should 
suture or not I should be guided by the length of 
perineum which is left. If it is a very short peri¬ 
neum to start with and there is a quarter of an inch 
tear it is more necessary to suture that than if there is 
one and three quarter inch perineum and half an 
inch tear. But, provided it is anything more than 
the posterior fourchette which is tom it is a good 
plan to put in a stitch. When in doubt, suture. 

I find the rectangular needle, such as I show you, 


is best for all purposes. I always order douches if 
the perineum has been torn. Another point is, 
that if you do the operation at once there is no 
swelling of the parts, but there is swelling even 
an hour afterwards. 

This patient has a very bad tear of the Cervix, a 
bilateral tear, and in addition a third laceration 
on the left side. So that it was a three-fissure tear. 
In addition she has tremendous hypertrophy of the 
cervix, almost as big as I have ever seen, eversion 
of both lips, with a great deal of induration, so that 
it forms a mass about two and a half inches 
across. She was sent in for trachelorrhaphy. 
When I came to look at the parts I found it would 
be impossible, however large a wedge I excised, 
to draw the lips together, and as the cervix was 
hypertrophied a considerable way up and she had 
a healthy, three-inch-long uterus behind it, I 
determined to amputate. I was the more ready to 
do this because one portion of the cervix on the 
left side was so extremely vascular that the least 
touch made it bleed freely, so that there was a 
doubt as to whether there might not be some 
malignant change going on in it. (Dr. Cuthbert 
Lockyer, our Obstetric Registrar, has, since this 
case was discussed, informed me that the cervix is 
benign.) In many of these cases the hypertrophied 
cervix acts as a foreign body upon the local 
muscles, and the patient gets a sense of “ forcing ” 
and bearing down. As a result of this “ bearing 
down ” the cervix may present at the vulva. In 
this particular case it does not come down as low 
as that, though it does so in a case on the other side 
of the ward. The result of this forcing down of 
the cervix is that the supra-vaginal cervix is 
elongated, and a cystocele is secondarily induced 
as well as a prolapse of the posterior vaginal wall, 
with or without a rectocele. In this case there 
was a very well-marked cystocele, but the whole 
uterus came down instead of a mere elongation of 
the supra-vaginal cervix. There was, therefore, no 
necessity to remove very much of the supra-vaginal 
cervix. But I had to amputate about three quarters 
of an inch beyond where the vagina comes off, and 
to do that it was necessary to strip the bladder 
off in front and push up Douglas’s pouch behind, 
and to cut through the base of the broad ligament 
on each side after tying off the uterine arteries. 
These are really the first steps of a vaginal hysterec¬ 
tomy. I have no doubt she will be very much 
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better. Quite apart from amputation I am sure 
tying off the uterine arteries in these hypertrophied 
uteri is very good practice. It is the method which 
used to be advocated for fibroids, situated in the 
lower zone of the uterus to promote their atrophy, 
but when the lower uterine zone is much distorted 
by fibroids it is often very difficult to find the 
uterine artery per vaginam , and the operation has 
fallen into disuse. We are old enough to remem¬ 
ber the great fashion there was a few years ago to 
relieve dysmenorrhcea and sterility by incising the 
two sides. I show you some old hysterotomes 
which were used for the purpose. This one, Syme’s, 
was passed in first and then the blades were opened 
out. The difficulty with this was that the two sides 
practically never cut quite level. The difficulty 
was even greater with this other instrument—Green- 
halgh’s. It was put in and opened out, and by 
regulating the width you could determine what 
size you wished your cut should be. But here, 
again, if one knife was sharper than the other, or 
one side was tougher than the other, one side 
was found to have been cut too deeply and the 
other not deeply enough. I have seen serious 
haemorrhage result from the cutting of the uterine 
artery in this way, and at that time no one knew 
how to reach the uterine artery. I have seen pelvic 
abscess and deaths from this perfectly simple 
operation. After that, the fashion was to sew up 
everything, to do a trachelorrhaphy, as advised by 
Emmet, but I am sure that the chief part of the 
benefit which resulted was due to the patient being 
in bed and doing nothing for two or three weeks. 
Nowadays we do not often think it necessary to 
perform trachelorrhaphy, but in these hypertrophic 
cases I am sure amputation is the best thing to do. 
Moreover, the loss of blood which the patient 
experiences is of distinct benefit to her, and after 
this procedure has been carried out there is no 
longer any feeling of a foreign body being present, 
and therefore there is no forcing down, which is 
a constant source of annoyance and discomfort to 
the patient. These patients must be kept in bed 
a fortnight. 

This patients history is rather typical. She has 
been married three months. She had had some 
abdominal pain some months previously. About 
the time of her marriage she had some pain on 
the left side, but it was not very severe or persis¬ 
tent. Fourteen 'days before she was admitted, 


which is about a month ago now, she had violent 
and continuous pain over the whole abdomen. 
It began in the left side. The temperature went 
up to ioi° and 102° F. She noticed that her 
abdomen was very much more swollen, and very 
tender. She was very sick day and night. She 
saw Captain Probyn, R.A.M.C., an old student of 
this hospital, and he treated her with hot fomenta¬ 
tions and sedatives, and the pain died away on the 
left side but remained on the right side of the 
abdomen, where there was great tenderness. 
There was also some difficulty in micturition, and 
when she did pass her water it was painful. When 
she came into the hospital we found that her 
abdomen was swollen, and her temperature was 
still a little up—that is to say, at about ioo° F., and 
there was dulness all over the right side of the 
abdomen, resonance on the left. The abdomen 
hardly moved at all with respiration. She could 
bear very little pressure over the right side, and 
bimanually it was evident she had a cystic swelling 
in the abdomen, reaching well above the umbilicus 
with its lower zone palpable per vaginam. The 
uterus was nearly fixed and seemed to be absolutely 
part of the tumour. In addition there was a 
curious hard, irregular, sausage-shaped swelling on 
the left of the uterine cornu. One could, how¬ 
ever, fairly well mark out per vaginam and rectum 
where the uterus ended, from the change from 
hardness to elasticity. It seemed to me that the 
symptoms pointed with fair certainty to torsion of 
the pedicle of an ovarian cyst, by which the veins 
had got blocked, and a return of the blood, still 
carried into the walls of the cyst by the ovarian 
artery, being thereby prevented. The fact of haemor¬ 
rhage having occurred into the cyst would account 
for the rapid increase in size of the cyst. Inflamma¬ 
tion—a localised peritonitis—had then taken place 
round the cyst so that it would be adherent to the 
surrounding parts, and by that means the cyst, 
even if it had been deprived of much of its arterial 
supply, would obtain the nourishment it needed, 
for lymph may become organised and tufts of 
vessels develop in it in a few hours. 

At the operation on January 12th, although we 
knew the difficulty of dealing with these adherent 
cysts, it was impossible for some time to be sure 
where the peritoneum ended and the cyst began. 
Everything was so firmly adherent. When the 
cyst could be seen it had not the pearly opalescence 
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of an ordinary cyst, but was almost black due to 
the contained venous blood. One was gradually 
able to separate the cyst from the surrounding 
organs, the adhesions being fortunately recent, and, 
of course, very vascular. When it was turned out 
one found it was the left ovary, and that the hard, 
irregular mass which was felt at the left cornu of 
the uterus was the twisted left broad ligament and 
the Fallopian tube. The tube was also full of blood, 
which had collected between the muscle and the 
mucous lining, and the vessels were strangulated in 
it. The cyst was adherent to the body and the 
fundus uteri, the whole forming one mass. The 
cyst had got over to the right side of the 
abdomen and become adherent in that position, 
and that explained the pain beginning in the left, 
where the strangulation was, and finishing up on 
the right, where the inflammation occurred round 
the cyst. The pedicle had made six half turns, 
and it was one of the most marked torsions I have 
ever seen. There was tremendous venous stasis 
above the twist. Some of these cases not only go 
on to the condition which this one reached, but 
they may go on to rupture if the haemorrhage is at 
all large, or is rapidly poured out, or the cyst wall 
is fragile or thin, and then fatal intra-peritoneal 
haemorrhage may occur. At other times it becomes 
adherent to the bowel, and the cyst wall, being in a 
state of inflammation, is very ready to admit the 
Bacillus coli through its walls, and the blood in the 
cyst becomes infected, and an ovarian abscess 
results. Some of these cases actually die from the 
shock of the twisting and the intra-cystic haemor¬ 
rhage. If the patient survive—and the majority no 
doubt do—I think it is far better, if you see a 
patient definitely improving, to abstain from ope¬ 
rating in the acute stage. Let the parts recover 
themselves a little first. If you find the tempera¬ 
ture is beginning to drop, and especially if the pain 
is less, so that the tympanites and other symptoms 
of intestinal obstruction are passing off, wait two 
or three days and you will then operate with a 
flaccid abdomen under much better conditions. 
But if the patient is going from bad to worse and 
there are signs of exhaution one must operate. 
This patient has done very well; the stitches were 
taken out four or five dtfys ago, and she has had no 
trouble whatever since. 

Here is another case of abdominal section, and 
a rather curious one. She has been a widow nine 


years. She came in on December 29th, complain¬ 
ing of pain, which began violently six weeks ago on 
the left side of the abdomen and down the left leg, 
with the accompaniment of yellow vaginal dis¬ 
charge. There was nothing particular about her 
periods, they were fairly regular. One of her 
children died of tubercular meningitis at five years 
of age many years ago. With regard to her 
physical signs, the uterus was found to be some¬ 
what enlarged, and bimanually it could be moved 
quite freely and distinctly over a cystic body 
behind the uterus in the left side of the pelvis. 
On the right side of the pelvis there was a small 
body as large as a billiard ball, which also moved 
independently of the uterus and of the other large 
cystic body. It was difficult to make out what all 
this meant, but from the history of the acute pain 
and the sudden onset it seemed likely that she 
had a pyosalpinx on the left side and small ovarian 
cyst on the right. There was no exudation‘in the 
pelvis, nothing was fixed, and all organs seemed 
independently mobile. But the uterus was movable 
as if one were moving it over the surface of a cyst. 
Believing that the larger swelling was a pyosalpinx 
I adopted my usual methods, that is, if one can 
reach the dilated tube per vaginam , to open the 
posterior cul de sac of the vagina into Douglas’s 
pouch (posterior colpotomy), feel the tumour, 
make a free incision into it, let the pus out, break 
down any intra-tubal adhesions, and then pack the 
cavity with gauze. Such cases do very well. 
There is no necessity to remove the pyosalpinx if 
you can reach it per vaginam. It can be done 
without shock. The tubes soon recover, and preg¬ 
nancy has been known to follow even when both 
tubes have been thus dealt with. The alternative 
is to open the abdomen, remove the pyosalpinx, 
which is adherent to everything, opening up the 
general peritoneal cavity. This is the operation 
with the highest mortality of any pelvic operation. 
In this case, then, I opened up the vagina at the 
operation on January nth, and examined with my 
finger in Douglas’s pouch. It seemed to me that 
what we had to deal with was an ovarian tumour, 
and I passed a speculum in and it showed the 
cyst wall to be opalescent. I opened the cyst and 
to my surprise pus came out. I may say that 
Staphylococcus aureus and albus were subsequently 
found in the pus. In drawing down the wall of 
this suppurating ovarian cyst and trying to enu- 
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cleate it, I found it was continuous with something 
higher up, the nature of which I could not make 
out. When I had partly separated it from the 
upper cystic body to which it was adherent, half 
the cyst came away in the forceps and free haemor¬ 
rhage took place. It was then clear that the 
operation could not be completed satisfactorily 
per vaginam , so I had to do an emergency abdo¬ 
minal operation on the spot. Then I found that 
the upper cystic body was a large pyosalpinx, and 
I thought I had to deal with a pyosalpinx with a 
constriction in the middle, and that I had already 
opened the lower half. With some difficulty I 
removed it. On the right side of the pelvis there 
was a cyst which had burrowed partly into the 
broad ligament, and the right Fallopian tube was 
also distended. This cyst went down so low in 
the broad ligament that it was almost impossible 
to get underneath it. So the only thing to do was 
to continue one’s incision on the left side and 
proceed to do an ordinary supra-vaginal hyste¬ 
rectomy, taking away the right ovary and tube with 
it, working therefore from the left side of the 
pelvis, cutting through the cervix, tilting it up, and 
securing the right uterine artery at its edge. I then 
got underneath the right side of the broad ligament, 
and was then able to remove the ovary and tube. 
After tying off the smaller vessels and sewing 
over the exposed subperitoneal areas I left a drain 
of gauze in the true pelvis, passing it through into 
the vagina. After the operation she did very well 
for a day or two, but then had a temperature 
running up 102° F. No doubt that was due to 
some pelvic peritonitis in the lower pelvis. Lymph 
is thrown out round the gauze in a few hours, and 
the general peritoneal cavity is then shut off. 
This lymph became infected with staphylococcus, 
and some localised suppuration occurred, and a 
good deal of pus came away then and afterwards. 
The patient is now practically all right and tem¬ 
perature normal. I prefer to drain by the vagina 
when possible as it is a downward drain. Probably 
we shall have no more trouble in this case. One 
is anxious about the abdominal wound in these 
cases, especially where there is pus which is not I 
sterile. But it healed beautifully. What is the 
explanation of the pyosalpinx in this case is doubt- j 
ful. The lower cyst on the left side turned out to j 
be a suppurating luteal cyst; on the right side the I 
cyst was not infected, and was an ordinary hydrops ; 


folliculi of the ovary. In all probability the luteal 
abscess was originally a luteal cyst, and it presum¬ 
ably became infected after the pyosalpinx was 
formed. Dr. Cuthbert Lockyer has shown that 
abscesses may develop by infection of blood-clot 
before actual rupture has occurred. Some cysts, 
generally small in size, seem to become infected 
at the time of the escape of the ovum from the 
Graafian follicle, before the corpus luteum is fully 
formed. But most of the larger ones are infected 
after the corpus luteum is formed. Whether the 
pyosalpinx was due to infection from a staphylo¬ 
coccus, or whether it was primarily due to gono¬ 
cocci I do not know. The history does not point 
to any gonorrhoea, and no gonococcus was found. 
It is not often one gets a tube infected with staphy¬ 
lococcus. I was looking up the literature this 
morning and I found that many men deny abso¬ 
lutely that it ever occurs, and they say that if it is 
found it is secondary to gonococcus. But there 
are cases recorded where it is so, and I suppose we 
may assume that it was so in this case. 

This is another case of amputation of the cervix, 
which was done for very much the same reasons as 
the one we have already discussed, except that in 
this case there was considerable elongation of the 
supra vaginal cervix. She had a long uterus (four 
and a half inches) due to the cervix being elongated, 
and that is what generally happens. Given a case 
of hypertrophy of the cervix there is a sensation as 
of a foreign body, and the result is that there is 
a continual reflex bearing and forcing down, and 
the cervix is driven towards the vulva. In this 
case one could get the cervix outside the vulva 
with ease, but the fundus uteri did not come down, 
so the supra-vaginal cervix had to yield and stretch. 
It is an elongation and not a hypertrophy of the 
supra-vaginal cervix, and it occurs also when there 
is a primary cystocele. So on Tuesday last I 
removed this, in much the same way as the other 
one, but going up a little higher and leaving a 
three-inch uterus at the top. With regard to the 
treatment of the stump, having detached the 
cervix from the outlying structures, including the 
bladder, and either opening Douglas’s pouch, if 
possible, or stripping the peritoneum off, and after 
ligating the uterine arteries and cutting through 
the bases of the broad ligaments, the best plan is 
to split up the cervix on each side as high as your 
proposed level of amputation. You then have two 
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flaps, and in each of them you make a wedge- 
shaped amputation and draw the resulting edges 
together, leaving a very free external os. Unite 
each of these muscular flaps to the vaginal mucosa 
and union readily takes place. 

This patient has membranous dysmenorrhcea. 
She has been operated upon for it once or twice 
before. The type of pain in these cases is fairly 
constant. The majority of the patients have pain 
before the period begins, either congestive or 
spasmodic in character, and then at the end of the 
second or third day membrane is passed. Some¬ 
times the membrane consists of an entire cast of 
the uterus and even half an inch of the mucosa of 
the Fallopian tubes. At other times there are 
only just shreds of mucous membrane. We do 
not know the cause of membranous dysmenorrhoea, 
but Matthews Duncan used to say it was due to 
mechanical causes, to uterine contractions of a 
spasmodic character which preceded the flow and 
led to entire, rather than shreddy detachment of 
membrane. I do not know whether that has been 
proved, but one has no better explanation to offer. 
Occasionally these membranes which are cast off 
have very well-marked small-celled, inflammatory 
infiltration, but others show no change. Occasion¬ 
ally the membranes passed are hypertrophic, but 
as a rule not. So one is at a loss to explain them. 
To put it down always to gonorrhoea is out of the 
question, though some foreigners attribute it to 
that. She was operated upon in 1904 at Queen’s 
Hospital, Birmingham, after which she remained 
better for three months, but the pain then returned. 
It always returns in the same way in these cases : 
gradually the membrane begins to come away in 
pieces, and causes pain as it passes through the 
internal os ; then larger pieces come away, causing 
more pain, until the condition gets back to its 
original degree of severity and entire membranes 
are passed. And the curious thing is, that 
although this dilatation and curetting cure for so 
many months, say three or four months, yet a full 
term parturition does not seem to do more than an 
ordinary dilatation. As soon as the periods begin 
again the spasmodic pain may begin also, and 
after six months the membranes will begin gradually 
to be again passed. She was operated upon here 
in May last, and she has just been operated upon 
again, Mr. J. W. Heekes> my R.O.O., having dilated 
and curetted. The patient is shortly to be 


married, and I have told her that an operation to 
relieve the dysmenorrhcea would also make it 
much more likely that she should conceive. One 
is often consulted by married women for this 
dysmenorrhoea, and it occasionally happens that 
they want to be cured of their dysmenorrhcea 
without the chance of maternity being made more 
likely. And they sometimes refuse the operation 
which will do the one because it will do the 
other too. You very rarely find a woman with 
true membranous dysmenorrhoea becoming preg¬ 
nant. It is the exception until you can dilate, 
and then you will find that they readily become 
pregnant. It is one of the best cases to tackle, 
both from the point of view of the temporary relief 
from the dysmenorrhcea, and for rendering preg¬ 
nancy probable. These cases are found to be 
not so rare, if careful inquiry be made in cases of 
dysmenorrhoea as to whether membrane is passed. 
You will find it in cases where the pain works 
up to a maximum and then suddenly ceases, and 
the membrane will often be found when the 
patient changes. Patients will not tell you with¬ 
out much inquiry. Sometimes you can get them 
to bring the membrane to you in a little water, 
and you may have to verify its nature by micro¬ 
scopical examination. 

This patient is an ordinary case of “fungous 
endometritis.” So far as one can make out she had 
a miscarriage in November last—a three months’ 
foetus. She was up at the end of a fortnight, and 
then had a good deal of bearing down pain and 
haemorrhage. Rather severe flooding took place at 
the end of another week, and some shreds and 
clots came away. Probably something was left 
behind, either a bit of decidua or a tuft of early 
placenta, and the detachment of this led to 
secondary post-partum haemorrhage. She has also 
had continuous pain, with a good deal of bearing 
down and general pelvic discomfort. During the 
weeks which have elapsed since, she has probably 
had some infection of the lining membrane with so- 
called “ fungous endometritis.” We found the os 
patent, and the body of the uterus subinvoluted, 
retroverted, and very hard and a little tender—evi¬ 
dently in the condition of so-called chronic metritis. 
A good deal has been written about chronic metritis 
lately as to whether some of these cases of septic 
endometritis do not lead to a form of chronic 
metritis which is practically unaltered by palliative 
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treatment. There seems to be a type of uterus 
which gets very hard and yet, microscopically, does 
not show much change in the direction of fibrosis. 
The main symptom may be serious haemorrhage, j 
or if not, constant pelvic discomfort. Both condi¬ 
tions are relieved, to a certain extent, by curretting. 
But the cases recur, and, according to some, nothing 
but removal of the uterus will suffice. I must say 
I have never yet met with a case quite like that. 
The only cases which one has had to remove 
and which have at all resembled these cases 
of chronic metritis have been cases of adeno- 
myoma uteri, and the somewhat less rare cases of 
arterio-sclerosis, where there is some fibrous tissue 
in place of the ordinary muscular tissue, and where ! 
the arteries are degenerated. But ordinary cases 
of metritis such as are described as leading to these 
intractable symptoms I have not seen. Such 
cases may be relieved by elevation of the uterus 
by a suitable pessary while you are treating the 
patient for congestive conditions, and by the 
administration of ergot and by the operation of 
curettage when distinctly indicated. The loss of 
the uterus by hysterectomy, with the accompanying 
loss of its internal secretion, apart from the stop¬ 
page of all change of maternity—often an efficient 
aid to a perfect cure—are sufficient considerations 
to make the surgeon give trial to other measures 
first. 

This next case is a rather unfortunate one. She 
appears to have had cystitis, of which we do not 
know the cause, in 1904. She was operated upon 
at Liverpool; it was a perfectly legitimate operation 
for intractable cystitis, by a free incision into the 
bladder from the vagina to ensure drainage. There i 
seems to have been some difficulty in preventing 
the Wound from closing before the cystitis was 
better, and the edges of the incision were everted 
and sewn back, and a tube put in. The result 
apparently was that some of the tissue sloughed 
and the cystitis got no better. So that from the 
point of view of the cystitis it was a failure, and ' 
at the same time the wound refused to close after- j 
wards when it was wanted to, chiefly, I suppose, 
because of the infective cystitis. She came here— 
and I remember the occasion distinctly—in Novem¬ 
ber, 1904. We had two other cases of vesico¬ 
vaginal fistulae which came in the same week, and 
I do not think I had seen others for two or three 
years, though we used to have them in fairly fre¬ 


quently. They used to occur from sloughing, 
following delay in occipito-posterior positions of the 
vertex. Now, if we get vesico-vaginal fistula it is 
due to rapid delivery or to forceps being put on 
and a tear taking place anteriorly—usually through 
the cervix. Those other two cases were the result 
of tears; they both had simple plastic operations 
and united perfectly. This present case we kept 
in for three months and tried to cure the cystitis. 
We realised that it was absurd to try to cure the 
vesico-vaginal fistula as long as she had a purulent 
discharge from the bladder. We found that it was 
impossible to get that well in three months, and 
she had to leave the hospital unrelieved. She 
came back in 1905. The opening was then 
sufficient to admit two fingers into the bladder with 
the greatest ease, and the bladder had contracted 
down so that it would not hold more than three 
or four ounces. I operated in the usual way, and 
it healed up, all but a small opening, into which a 
probe could only just pass. I thought the next 
operation would be a success, but it proved a 
disaster, for she had acute cystitis during the 
week following and the stitches which I had put in 
became infected, and not only did the small 
fistula break down but the large wound, previously 
healed, opened up again as a result of the suppura¬ 
tion. She was thus not very much better than 
when she first came in. Last July, when I was 
away, my colleague, Dr. Eden, operated upon her, 
and she has now only an opening into which the 
end of one’s finger can go. She has just been 
“ unwell,” and we have always noticed that she is 
worse after a period. We are giving her another 
week and then I hope to have another try at it, 
and I think this time we shall be successful because 
the urine is now practically free from pus. There 
is considerable difficulty in dealing with these 
cases of chronic cystitis with a vesico-vaginal 
fistula. You cannot wash the bladder out very 
effectually because everything that passes into the 
bladder passes out through the vagina, and by 
holding the vulva you can get a certain amount of 
fluid to stay in. We have tried everything in her 
case, and we have found quinine and peroxide of 
hydrogen and formalin answer only fairly ivell, 
and that the best is the ordinary boric acid douche. 
We can get better results with the saturated solu¬ 
tion of boric acid than with any of the others. 
Internally we find the best results are from a pre- 
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scription containing urotropine gr. v, acid-phos¬ 
phate of soda gr. x, thrice daily. She can now 
hold her urine a little better than she could—not 
because of the smaller hole in the vagina but 
because the sphincter vaginae has taken on the part 
of the function of the sphincter urethra, and it 
comes to the rescue in that way, and so the vagina 
and bladder form a common cloaca efficient up to 
a certain point. 

I may, perhaps, mention another case of vesico¬ 
vaginal fistula which was in the ward when this 
patient was last operated on. A midwife had torn 
away the anterior lip of the uterus and with it the 
lower half of the anterior wall of the uterus, the 
roof of the vagina and the base of the bladder, and 
also that part of the bladder which is attached to 
the supra-vaginal cervix. She had mistaken an 
cedematous anterior lip for a retained placenta! 
As a result four fingers could be passed into the 
bladder through the vagina, and whilst the posterior 
wall of the uterus was three and a half inches 
long, anteriorly it was only one and a half. In 
this case, alter consultation with Mr. Stanley Boyd, 
I detached the bladder entirely from its attach¬ 
ment to the vagina and uterus all round the torn 
edges, drew it down into the vagina, sewed it up by 
Lembert’s sutures, returned it through the vaginal 
rent, pared the vaginal edges, and sutured them at 
right angles to the bladder line of union. I am 
glad to say union was complete. 

Note .—The case in the ward was operated upon 
afterwards, but the result is not entirely satis¬ 
factory, a minute aperture still being present. 
This may, however, close spontaneously. 

March 1 8th, 1907. 


Tuberculosis in Canada.— Triboulet remarks 
that it seems strange that in the vast area of Canada, 
and with the comfortable homes of the inhabitants, 
that “ overcrowding ” is a prolific source of tuber¬ 
culosis as much as in the crowded cities. Most of 
the rooms in the houses are kept shut up in the 
summer to keep out the sun and dust, and in 
winter to keep out the cold, and the family con¬ 
gregates in a single living room. If one member* 
of the family contracts tuberculosis, the contami¬ 
nation of the whole family is almost inevitable.— 
Journ. A.M.A ., vol. xlviii, No. 9. 


THE 

PRE8ENT POSITION OF THE RADICAL 
OPERATION FOR INGUINAL HERNIA.* 

By W. McADAM ECCLES, M.S., F.R.C.S., 
Assistant Surgeon to St. Bartholomew's Hospital; 
late Assistant Surgeon City of London 
Truss Society. 


Mr. President and Gentlemen, —Hernia is a 
very ancient malady. Even some Egyptian statues 
represent a figure wearing a hernial truss. 

Attempts at the cure of hernia by operation are 
nearly as remote as the condition itself. We have 
on record many of the methods employed. Celsus 
appears to have exposed the sac and even removed 
it, sparing the testicle in the inguinal operation. 

Mediaeval surgeons chiefly employed various 
forms of cauterisation—means which are still 
adopted among certain semi-civilised peoples. In 
the early part of the nineteenth century injections 
of irritating substances came into vogue—red wine, 
solutions of oak-bark or iodine, cantharides, and 
pure alcohol among the number. 

Subcutaneous operations, so-called, were also 
practised. Of these, perhaps that associated with 
the name of Wood was best known in England. 

Open operations had been performed for many 
centuries, but the grave dangers associated with 
them necessitated their being few and far between. 
The sac was hardly, if ever, opened when exposed, 
and, if ligatured, the ligature was almost invariably 
placed on the sac below its exit from the inguinal 
canal. 

Thus it may be said that it was not until the advent 
of asepsis in surgery that truly radical operations 
for inguinal herniae were brought into existence. 

The term “ radical cure ” as applied to an opera¬ 
tion for an inguinal hernia is a somewhat unfortunate 
one. It is not scientifically correct, and is apt to 
give rise to confusion in the lay mind. When the 
surgeon has to deal with a hernia with a view to its 
cure, he is not only confronted with the actual 
protrusion, but also with the cause of that 
protrusion. He may be readily able to remove the 
actual protrusion, but it may be altogether beyond 
his power to do aw r ay with the inherent cause of 
the protrusion. In other words, he may perform a 

* Delivered before the West Kent Medico-Chirurgical 
Society. 
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truly radical operation, which may, and does in the 
majority of instances, result in a cure, or which 
may be, and unfortunately is in all too many cases, 
followed by a recurrence of the hernia, due to a 
cause which persists in its action. A radical 
operation upon a vaginal hydrocele is a radical 
cure, for here both the contents of the sac, and the 
sac itself—the cause of the secretion of the fluid— 
are removed by the operative procedures. 

Unfortunately, it is also a fact that in many 
operations in the past the surgeon has failed to 
perform even a “ radical operation/’ a portion of 
the sac having been left behind. Naturally this 
greatly militates against a “ radical cure.” 

I purpose to be as practical as possible in the 
remarks which I have the honour of making to you 
to-night. 

First, let us recollect that inguinal hernia presents 
itself in many different clinical varieties, and in 
many different types of individual. 

Secondly, let us remember that a radical opera¬ 
tion may be performed with a strong hope, almost 
a certainty, of cure in one instance, while in another 
it is undertaken with the knowledge that it will 
enable the sufferer to wear a support with comfort 
and safety. In both the operation is “ radical”; in 
the former a “cure” results—no truss being 
needed ; in the latter a “cure” does not result— 
for the patient must continue to wear a truss. 

From these two statements it can be surmised 
that to speak in generalities concerning inguinal 
hernia and its treatment by operation is peculiarly 
fallacious. I shall therefore not burden you with 
statistics of the number of operations any particular 
operator has performed, and the number of suc¬ 
cesses and failures which has attended his practice, 
for all such statistics are practically almost valueless, 
unless the precise nature of the protrusion and the 
exact method of operating are clearly indicated. 

A patient presents himself or herself with an 
inguinal hernia. Has the experience of the past 
thirty years enabled us to give him or her a definite 
reply to the query “ Can I be cured by operation ?” 
I think it has. 

I will state the conditions which favour success 
briefly as follows : 

(1) An otherwise healthy subject. 

(2) Age between four and forty. 

(3) Hernia reducible and small. 

(4) Moderate degree of fat. 


I 

(5) So-called “congenital ” sac. 

(6) Girls rather than boys. 

These are not the conditions under which 
operation should alone be performed, but the 
conditions which, to my mind, are the most favour¬ 
able for permanent cure. 

I have elsewhere* laid down the class of cases in 
which a radical operation may, and should, be 
advised, and I still adhere to these statements, and 
consider they represent what I may call the 
“ moderate ” views of present-day hernial surgery. 

In male subjects : 

Boys with congenital herniae, in whom a properly 
fitting steel spring truss, worn day and night for a 
period of at least three years, has not effected an 
obvious cure. 

Young adults in whom an accurately adjusted 
truss of a suitable form fails to retain a reducible 
hernia, particularly if such is scrotal, or of the 
congenital variety. 

Young adults in whom a truss is inefficient owing 
to a portion of the contents of the sac, especially 
omentum, being irreducible. 

Young adults who are the subjects of a partially 
descended testis, which is either very imperfectly 
developed, or gives rise to much discomfort. 

Adults who are desirous of entering the navy, 
army, post-office, or other public service, or who, 
on account of the hernia, are not eligible for the 
benefits of life assurance or of a club, or those who 
are about to proceed to spheres where they will be 
far removed from medical skill. 

Males in whom strangulation has occurred, or is 
actually present. 

In female subjects : 

Girls in whom a properly fitting steel spring 
truss, worn day and night for at least three years, 
has failed to bring about an obvious cure of the 
protrusion. 

Young adults in whom an accurately adjusted 
truss fails to retain a reducible hernia. 

Young adults in whom a truss is inefficient owing 
to a portion of the contents of the sac being 
irreducible. 

Young adults in whom there is a protrusion of 
the ovary. 

Females in whom strangulation has occurred, or 
in whom it is actually in existence. 

* ‘ Hernia: its Etiology, Symptoms, and Treatment,’ 
2nd edition, pp. 124 and 125. 
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I do not say these are the only cases in which 
operation should be advised, but they cover the 
majority of suitable cases. 

Having decided that the case is one in which we 
ought to urge operation, some other considerations 
will probably be advanced by the patient. 

The. public have, and perhaps only naturally, a 
considerable dread of the word “ operation,” and ! 
all that it vaguely implies to them. 

Possibly the idea of pain is uppermost in their 
minds. Of this it is easy to disabuse them, for the 
general or local anaesthetic abolishes pain during 
the operation itself, and the amount experienced ; 
afterwards, unless omentum has been dealt with, is I 
very little. 1 

Then the thought of death resulting crosses their 
mental horizon. Here it is well to frankly say that j 
every operation has a certain risk to life; but that the 
one performed for a simple inguinal hernia is so ; 
slight—perhaps it may be put as one in a thousand 
—that the risk from the operation is less than the 
risk arising from strangulation of the hernia—a risk j 
which is being constantly run so long as a hernial ! 
sac is present. But perhaps the question which is ! 
most frequently asked is, “Shall I be able to ! 
dispense with a truss after the operation ? ” Here j 
only experience and the conditions actually found I 
on operating can form the basis for a reply. One 
case may be such that a most definite assurance \ 
can be given that the appliance can be discarded, j 
w r hilst in another an equally certain statement 
will have to be made that a truss will be needed, 
and yet in both cases a radical operation has been 
performed. In the case of some working men, 
whose occupation is particularly laborious—a gas 
stoker for instance—I constantly advise the use of 
a well-made, light truss after a radical operation, 
partly to enable the patient to return to his work 
earlier, and partly because the strain is so great. 
If, however, on seeing him a year afterwards, all is 
satisfactory, he would be allowed to gradually dis¬ 
pense with his truss. I think it savours of a want 
of proper discrimination that no case after a 
thorough operation should be made to wear a truss, 
or that all cases should have one provided. 

Passing now to the technique of the operation 
which should be performed if a cure is to result. 

The first point is the preparation of the patient. 
Asepsis is, I consider, essential to thorough suc¬ 
cess. It requires time to obtain it, especially in 
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the inguinal region where large skin glands exist. 
Briefly stated, I have found the following simple 
rules most efficacious. Two nights before operation 
the patient has a hot bath and has the parts shaved 
widely. Then the whole of the operation area is 
scrubbed with soap and water, and the excess of 
the former washed off* with boiled water. Ether is 
then rubbed over the same region, and followed 
by a solution of 1-2000 biniodide of mercury; 
after which the parts are covered with biniodide 
gauze wrung out of the same solution. This gauze 
is covered with aseptic wool, and the whole dressing 
securely kept in position by a spica bandage. 

The next morning an aperient is given, and in 
the evening the preparation, except for the bath 
and the shave, is repeated. No enema is needed 
on the morning of the operation, unless the bowels 
have not responded to the aperient. 

With regard to the employment of local anaesthesia 
in place of a general anaesthetic, there is much to 
say in favour of the former, particularly from the 
fact that it obviates vomiting, and any chance of 
subsequent cough from irritation of the respiratory 
passages. But many patients are too fearful to 
admit of such local anaesthesia. 

The line of incision is of great importance. I 
fear that even now some surgeons place it too low 
down. 

It should be placed directly over the inguinal 
canal—that is, a finger’s breadth above the inner 
half of Poupart’s ligament. Personally, I always 
cut through the aponeurosis of the external oblique, 
splitting its fibres in the line of incision, except 
occasionally in quite young subjects. I do not, as 
a rule, in simple cases open right down to and into 
the superficial abdominal ring. I am quite sure 
that with aseptic healing no weakening results 
from the division of these aponeurotic fibres. I 
never by any chance divide the muscular fibres of 
the internal oblique and transversalis muscles; they 
can be drawn aside, and need no division even 
when the hernia is incomplete. 

Next comes what is the most important pari of 
the whole operation, namely, the separation of the 
neck of the sac up to its junction with the general 
parietal peritoneum. It will be noticed that I do 
not say to the deep abdominal ring, for there is in 
reality no such aperture. When the parietal 
peritoneum is reached a necklet of extra-peritoneal 
fat is readily seen encircling the serous process. 
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The sac is then opened and any adherent 
contents freed and reduced. Whilst the pouch is 
kept on the stretch by being pulled down and 
slightly twisted, it is transfixed flush with the 
parietal peritoneum with a silk ligature, usually of 
No. 1 gauge. After knotting this round the neck 
of the sac, the latter is divided distal to the ligature. 
If, now, the stump of the sac is released by cutting 
the ends of the ligature short, it will be seen to 
strongly retract out of sight beneath the cover of 
the arching fibres of the internal oblique and 
transversaiis muscles. I am averse to any displace¬ 
ment and fixing of the proximal portion of the sac, 
as I have never been able to convince myself of 
any benefit therefrom over that of simple ligature 
and retraction, and there are certain objections in 
the way of disturbance of the parts and sloughing 
of the displaced portion of the sac. 

Lastly there comes the question as to the best 
method of dealing with the track along which the 
hernial sac has passed. 

In quite young children, .and often in women, 
the fibres of the internal oblique and transversaiis 
muscles arising from the outer part of Poupart’s 
ligament will be found to repose almost parallel 
with the inner half of this structure, and if the 
patient should strain under the anaesthetic they 
will be seen to contract and cause an almost 
sphincter-like grip upon the neck of the sac which 
passes beneath them. If the operator has not 
(disturbed them the less they are interfered with the 
better. No sutures should be passed through them, 
they can only have the effect of abolishing their 
natural action. 

On the other hand, in most adults, and particu¬ 
larly where the hernia has caused these important 
muscular fibres to be displaced upwards and 
outwards, it is necessary to bring them down and 
stitch them to the deep surface of Poupart’s 
ligament. 

Bassini does this behind the spermatic cord, and 
so does Halsted, who, however, at the same time 
removes most of the constituents of that structure. 

Personally, I prefer to leave the cord as nearly 
as possible in its natural position and condition, 
and I have never regretted doing so. I therefore 
suture the fibres of the muscles down in front of 
the cord. 

The material which is used for these stitches is 
of some importance, and even at the present time 


there is a divergent opinion as to which is the best. 
The primary question is whether an absorbable or 
permanent suture material should be buried. I 
think there can be but little doubt that a suture 
which will last for some weeks, or even months, and 
then be absorbed or harmlessly encapsuled is the 
ideal, as well as one which can be rendered easily 
and surely aseptic. Up to now, nothing I consider 
so nearly approaches this as fine silk twist, say of 
No. 1 gauge. It is readily obtainable, is inexpensive, 
can be rendered absolutely sterile by boiling, is 
easily preserved in 1 — 20 carbolic acid solution, is 
tied with facility, does not irritate the tissues, is 
not too soon absorbed, or if encapsuled does not 
cause subsequent trouble, and it certainly securely 
sutures the muscular fibres to the ligament. I 
have occasionally seen silk reappear in my own 
cases, but only very occasionally, and much less 
often than any other suture, and these cases have 
always been those in which some contamination of 
the wound with bacteria has occurred. Silk does 
not work itself out unless it is septic, or is of so 
large a size as not to be absorbed or readily 
encapsuled. 

Kangaroo-tail tendon has a good many advocates 
and is probably the next best suture material. 

Two, or at the most three sutures will, in the 
majority, of cases, be found to be sufficient. They 
should be passed with the smallest needle consistent 
with carrying the guage of silk, and should take up 
the muscular fibres about a third of an inch from 
their free border, and get a good hold on the deep 
aspect of Poupart’s ligament. Care must be 
exercised in two directions: (1) not to injure 
vascular structures, such as the deep epigastric 
vessels or the femoral vein, such an accident 
causing haemorrhage which it may be difficult to 
control f the other, not to include the ilio-ir%uinal 
or genito-crural nerve, for if this is done very 
troublesome neuralgia is likely to follow. 

After these sutures have been inserted others of 
silk must be placed to approximate the divided 
edges of the aponeurosis of the external oblique, 
and still others of silkworm gut to bring together 
the subcutaneous tissues and skin. No drainage, 
in the vast majority of cases, is required. A gauze 
and collodion dressing completely seals off the 
wound from contamination, whilst a wool pad and 
a spica bandage provides comfortable pressure and 
support. 
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The after-treatment is simple in the extreme. 
The dressings may be left undisturbed, except for 
the removal of the bandage, for a week or ten days, 
when the collodion dressing is removed and the 
superficial sutures cut out. The patient is in most 
cases allowed on the couch at the end of fourteen 
days, and on his feet on the seventeenth, and may 
leave the house at the end of three weeks. Any 
arduous labour should not be resumed under four 
or five, or even six weeks from the date of 
operation. 

The results of the radical operation for inguinal 
hernia may be reviewed under three headings: 
mortality, failure, cure. 

As regards mortality, it may be at once said that 
in non-strangulated cases it is extremely slight. 
Personally, I have never had a death in many 
hundreds of cases. Occasionally deaths occur 
from lung complications, from some unrecognised 
visceral disease, such as renal mischief, and still 
more rarely from some accident associated with the 
operation itself, such as haemorrhage from omentum, 
peritonitis, etc. 

I am anxious not to burden you with statistics, 
but with regard to failures I consider that it is 
hardly desirable that all cases should be classed 
together, and then a general statement as to the 
percentage of failures made. It is not right, for 
instance, to take the case of a young girl with a 
congenital hernia and place it alongside that of a 
man of over sixty with an acquired hernia of some 
size. In both the operation may have been radical 
and most skilfully performed, but the personal 
equation of the patient is such that in the one case 
a cure is almost certain to follow, and in the other 
such that a recurrence is very likely to take place. 

In children with congenital inguinal hernise the 
percentage of failures is probably never higher than 
five, while operations in middle age may have about 
10 per cent, of relapses, and after fifty the percentage 
rapidly increases, and may point, in fact, to the 
desirability of giving a truss in most cases at this age 
after operation. The chief causes of failure are : 
some inherent factor tending to produce hernia, 
such as habitual constipation or cough, too early 
absorption of deep sutures, septic infection, previous 
large size of hernia, advancing age, and obesity. 

Relapses occur most commonly within the first 
six months after a radical operation, and if the case 
has stood the test of a year recurrence is rare. 

Cures are, therefore, the rule, and the success of 
the operation with modern precautions is such that 
a lesion which was up to recent years nearly always 


treated mechanically may now be said to be one 
most readily cured by operation. 

In the special cases of boys with imperfect 
descent of the testis associated with hernia, opera- 
1 tion is usually advisable after the age of five, an 
attempt being made to bring the testis down at the 
same time. When herniotomy has been under¬ 
taken for strangulation an attempt to radically deal 
with the parts should always be made, provided the 
patient’s condition will allow of it. 

The question of an operation for the cure of 
hernia enters into the medical decision in a case for 
life assurance. It may be advisable to postpone 
acceptance until a proper operation has been 
satisfactorily performed. There is no doubt that 
* in males with imperfect descent of the testis 
| associated with hernia, acceptance should be 
, deferred until the proposer has been submitted to 
! operation. Also in young women with inguinal 
I hernia—the usual protrusion in early adult female 
! life—operation is indicated, particularly in view of 
j possible pregnancy. 

1 No proposer should be accepted until six months 
1 after operation. 

In conclusion, gentlemen, I think we may agree 
that the radical operation for inguinal hernia is now 
well established, has a very low death rate, is very 
! highly successful, and renders a large number of 
the community fit to take their place without the 
inconvenience and danger of a hernial protrusion. 

March 18 th % 1907. 

1 _ 
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REAL AND APPARENT DIFFERENCES IN 
THE INCIDENCE OF CANCER.* 

[ By E. F. BASHFORD, M.D., 

1 General Superintendent of the Imperial Cancer 
Research Fund. 


(Concluded from p. 352.) 

\ Comparative Biological Importance of the 
, Age-incidence of Cancer. 

Throughout the ethnological distribution of 
cancer one fact is constant and prominent The 
' maxima in the number of cases recorded always 
j refer to later adult life or advanced age. Pro- 
| gressive diminution in the recorded frequency of 
! cancer, as described above—for the genus homo 
presents itself when consideration is turned to 
other representatives of the vertebrate phylum—and 
the frequency of cancer in domesticated and in 
j wild animals is compared. If it be unjustifiable 

I * Delivered before the Epidemiological Society. 
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to directly compare the data on the incidence of 
cancer in different races of mankind, it is still less 
justifiable to compare the incidence of cancer in 
one class of the vertebrates with its incidence in 
others. Nevertheless, the data exhibit features 
which have important bearings upon the nature of 
cancer in man, even in the absence of valid 
statistical comparisons. In a series of papers the 
importance has been emphasised of the occurrence 
of cancer in domesticated and in wild animals, and 
I must refer to them for details. 

Investigation has proved that cancer occurs in 
mammals, tame and wild ; in birds, tame and wild; 
in amphibia, in fresh-water and in marine fish, and 
its occurrence in the latter when living in a state 
of nature possesses no little interest. The only 
class of the vertebrates in which the disease has 
not been described is the reptiles, in whom, how¬ 
ever, benign new growths are known to occur. In 
the case of some domesticated animals, e.g. mice 
and cattle, the systematic examination of large 
numbers of animals has already shown that the 
frequency of the disease in them varies from one 
ease in 1500 to one case in 3500, approximating 
therefore to the frequency of the disease in a 
population of all ages. Attention has only recently 
been directed to this matter. The data already 
obtained, however, appear to indicate that when 
the full facts are known the frequency of cancer, 
at any rate in some domesticated mammals, will 
approximate very closely to that of civilised man. 
The most important result of this line of investiga¬ 
tion is the establishment of the fact that the 
peculiar age-incidence of cancer in man is a law 
-certainly for all the domesticated mammals. In 
the sparser data from other vertebrates there is no 
evidence against its wider application, but, on the 
contrary, much that supports the view that cancer 
develops in constant relation to the absolute dura¬ 
tion of life, whether it be long or short. At every 
step one has been met by the fact that the ease 
with which cancer was discovered stood in direct 
relation to the number of aged animals examined, 
and to the extent of the facilities for making 
observations on them. 

While new growths are less frequent in animals 
than in man, a consideration of the causes of this 
infrequency serves only to emphasise the import¬ 
ance of old age in determining their occurrence. 
The relative infrequency with which new growths 


are recorded in animals other than man is probably 
due to various causes. Where the tenure of life is 
short the period of comparative immunity from 
cancer is correspondingly shortened, but the period 
of maximum liability is still more greatly abbrevi¬ 
ated ; e. g. in the case of the mouse these periods 
are respectively two years and one year. In cases 
in which life is much longer than in man, e. g. in 
many of the reptilia, where the duration of life is 
! reckoned sometimes by hundreds of years, the 
total numbers of animals coming under observation 
at the time when they are most liable to cancer is 
extremely small. In the case of wild animals, 
those approaching decrepitude are either killed off 
or die of starvation. Under their natural condi¬ 
tions of life animals rarely survive the period of 
functional activity of the reproductive organs. The 
cogency of these observations is reinforced by the 
relatively greater frequency with which cancer 
occurs in the domesticated mammals, and more 
particularly in those which, for sentimental or 
commercial reasons, are allowed to attain old age 
in relatively greater numbers, e.g. in the horse, 
the dog, the cat, and old female cattle, where the 
latter are allowed to attain almost the absolute 
limit of life when peasants keep them for draught 
purposes or for breeding. On the contrary, among 
those domesticated animals which are killed off 
when still young, so soon as they have become 
marketable commodities, e.g . pigs, cancer is ex¬ 
tremely rare. The frequency of cancer among the 
negroes of America contrasts with the difficulties 
encountered in searching for the disease among 
the natives in Central Africa; but it also adds 
force to the same line of argument. All the pre- 
1 ceding considerations lead one to suspect that 
civilised man’s responsibility for the occurrence of 
cancer among native races brought into contact 
with civilisation, and in domesticated mammals, 
may merely be limited to providing them with 
opportunities for reaching their respective cancer 
ages. 

The comparative biological study of cancer has 
given new significance to the difference in the 
incidence of the disease in young and adult indi¬ 
viduals. It is a real difference, and of fundamental 
importance in elucidating the nature of the disease. 
Accurate statisticians have long given careful atten¬ 
tion to its statistical importance; and, although it 
has been the stumbling-block of most hypotheses, 
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pathologists in the past have not accorded it the 
importance it now deserves in the light of recent 
research. 

The increasing frequency of malignant new 
growths as age advances in domesticated animals, 
and their restriction to advanced age in those 
animals in which only isolated cases have been 
observed, gives a totally different aspect to the 
age-incidence of cancer in man, the species in 
which our knowledge is most complete. 

It has, indeed, been asserted repeatedly in 
Germany that cancer is becoming more frequent 
in young people than it was, and that the recorded 
increase of cancer is due partly to this phenomenon. 
The allegation of this departure from a biological 
law of such wide application as the age-incidence 
of cancer at once demands attention. The national 
mortality returns do not support this view for 
England and Wales, the increase in the recorded 
number of deaths being greater for the higher age 
periods. As regards German statistics themselves, 
the figures for the town of Berlin, indeed, show 
exactly the opposite—a much greater apparent 
increase in higher ages. With reference to the 
Prussian statistics Weinberg remarks: “In Prussia 
especially mortality statistics have markedly im¬ 
proved, in so far as many towns have introduced 
death certification by medical men, and, in addition, 
the populations of the towns have increased rela¬ 
tively and absolutely side by side with the more 
accurate statistics pertaining to them. It is, there¬ 
fore, not to be wondered at that Wutzdorff has 
recorded an increased frequency of cancer in the 
younger age groups.” * 

In asserting the fundamental importance of the 
increasing frequency of cancer with advancing 
years one is at once confronted with the fact that 
cancer is not absent from early life,t but, on the 
contrary, occurs in measurable amount from birth 
onwards. The fact does not detract from the 
importance of its predominating association with 
senescence, for the organs attacked in the young 

* ‘ Munch, med. Woch./ No. 50, 1905. 

f In the same way a certain proportion of individuals 
reach extreme old age (ninety years and over) without 
developing malignant new growths. Whether in these 
cases the period of liability has passed, and a condition 
attained comparable to the minimum in early life des¬ 
cribed below, or these aged people escape because of the 
absolute rarity of cancer even in the aged, cannot be 
determined at present with the data at my disposal. 


acquire added interest when once it is realised 
that the association of cancer with senescence may 
be of importance in framing conceptions of the 
nature of cancer, its conditions of origin, and the 
relations of cancerous proliferation to the growth 
of the individual. 

The organ-incidence of cancer in children is 
apparently widely different from that which in 
later life makes up the great mass of fatal cases. 
Tumours of congenital origin—often of compli¬ 
cated structure—form a considerable proportion. 
Growths in the neighbourhood of the kidney, 
many of which probably fall into the same cate¬ 
gory, are also present in a considerable proportion 
of children dying of malignant disease. Sarcomata 
in various regions of the body, but especially in 
connection with the bones and the central nervous 
system, form a large contingent. The structures 
which in later life are especially prone to cancerous 
transformation are at this time almost entirely 
exempt. The years immediately following birth 
may be considered as a period of senescence of 
many foetal structures whose function has been 
fulfilled, and probably of many other formations 
which, although never exercising any function and 
regarded as abnormalities and deformities, are yet 
merely pathological aberrations of structures nor¬ 
mally present in man or in lower animals. That 
many of the cancers met with in the earliest years 
of life may be special manifestations of the age- 
incidence of the disease is made possible by a 
peculiarity in the incidence of cancer at that 
period. When the death rates from cancer in the 
general population of England and Wales at 
different age-periods are compared the death rate 
progressively diminishes as younger age-periods 
come under review. When the deaths from cancer 
of persons under twenty-five are stated as death 
rates per million living at intervals of five years it 
is found that the diminution does not extend 
uniformly back till birth. On the contrary, a 
minimum is reached between the fifth and fifteenth 
years. The mortality among females is also notice¬ 
ably less than in males in contrast to what obtains 
in later life. In the crude figures from hospitals 
the same features are present. This diminution 
in the cancer death rate is sufficiently important 
to deserve attention. The statistics of mortality 
for Berlin, for Prussia, and for Bavaria, exhibit the 
same minimum, also lower in females. It is the 
only minimum which the collective death rate 
from cancer shows after birth, and appears to be 
an expression of real difference in the incidence of 
the disease. 

We can thus infer that it will be possible to 
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attain to a further insight into the incidence of 
cancer when an analysis is made, not with reference 
to individuals, but with reference to the organs 
composing the body. The increase is not uni¬ 
formly progressive and simultaneous for all organs. 
The span of life of the individual is not the same 
as that of the separate organs and tissues contribut¬ 
ing to its maintenance. The varying age-incidence 
of cancer in different organs of individuals of„the 
human race presents contrasts similar to those 
found in different animals with long and short 
lives. 

Cancer of the stomach becomes frequerit earlier 
than cancer of the skin ; cancer of the uterus'and 
mamma are more frequent towards the decline of 
reproductive activity than in the earlier years of 
life; and, to take an extreme case, cancer of the 
chorion follows closely upon the period when this 
tissue, having fulfilled its transitory function, 
begins to undergo involution.* 

Looked at biologically, chorion-epithelioma pre¬ 
sents a perfect parallel in man to the incidence of 
cancer in short-lived animals. 

Regarded from this standpoint, the age at which 
cancer is at a maximum in a population depends 
upon the ageing of the tissues in which it takes 
origin much more than on the absolute ages of 
the individuals in whom it occurs. The sharp 
contrast prominent between long- and short-lived 
animals respectively is obscured for the organs of 
individuals. Just as two years old in one species 
of animal may correspond to sixty years old in 
another, so relatively wide limits obtain in the 
period within which the same tissues in different 
individuals enter upon their period of senescence. 
The future combination of statistical and other 
forms of study must determine whether anything 
comparable with the fall described for childhood 
occurs for individual tissues, i. e. whether the 
individual tissues having passed a stage at which a 
maximum incidence is reached, the danger tends 
to diminish. The data at present available appear 
to indicate a progressive advance for some tissues, 
and a rise followed by a fall for other organs ; but 
no definite conclusions may yet be drawn. 

I have attempted to show that the variations in 
the incidence of cancer in civilised peoples are not 
great, and are probably apparent. The nature of 
the evidence available with reference to the 
occurrence of cancer in uncivilised peoples and 
savage races has been reviewed. Here also the 
prominent differences obscure those that may be 
real. 


* For this reason ordinary chorion-epithelioma occurs 
fairly uniformly throughout the period of reproductive 
activity. The period of its greatest frequency must be 
considered biologically with reference to the generation of 
which it forms a part, viz., the foetus and not the mother. 
It is, however, impossible to obtain this separation for 
statistical purposes. 


All the obvious differences together have less 
value for investigation than one phenomenon 
which is of practically universal occurrence. The 
differences due to the relative proportion of aged 
individuals in a population, whether human or 
animal, are more constant and therefore real. 
They call urgently for explanation, and must 
engage the energies of those carrying on the study 
of cancer until solved. They are paralleled by the 
differences between the frequency of cancer in 
different organs of the human body in the English 
national statistics. They are directly accessible to 
statistical study, are real, and their accurate in¬ 
vestigation has a direct bearing on the nature and 
incidence of cancer. The suggestion is made 
that the senescence of individual tissues plays an 
important rdle in determining the initiation of 
cancerous proliferation in those tissues, and that 
this association indicates a line of inquiry, at once 
biological and statistical, which promises the most 
valuable results. 

We may attempt to elucidate cancer on the 
basis that the disease arises de novo in each 
sporadic case, in conformity with a law according 
to which cancer is a “ function of senescence 55 
dependent on circumstances innate in each species 
of animal, and on the laws peculiar to, and con¬ 
trolling the growth and length of life of organisms 
as a whole, and of their individual organs. We 
may attempt to establish the existence of a 
common causal infective agent which is peculiarly 
subject to the same law. Statistical and experi¬ 
mental study has thus far only yielded evidence in 
favour of purely biological, as opposed to bacterio¬ 
logical, conceptions of the nature of cancer. 

I hope the general statements I have made will 
be accepted as evidence that the investigation of 
the circumstances associated with the sporadic 
appearance* of cancer, and the manner of the 
appearance of the disease in individuals, are 
together still capable of maintaining alive interest 
in statistics of cancer, and even of directing them 
into new channels. The value of statistical 
inquiries rests on the control they afford of the 
conclusions derived from experimental investiga¬ 
tions, and on the indications they give of the most 
favourable points of attack ; they are indispensible 
to the correct formulation of the problems requir¬ 
ing experimental solution. I cannot do better 
than conclude by expressing thanks to Dr. Tatham 
for the willingness with which he has placed the 
resources of the General Register Office at the 
service of the Imperial Cancer Research Fund, 
with a view to promoting this end. The col¬ 
laboration of a national statistical office has not 
been vouchsafed to the same extent to similar 
inquiries out of England, and I trust that this 
collaboration may materially contribute to extract¬ 
ing the essential problem from the surrounding 
obscurity. 
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WITH 

MR. ARBUTHNOT LANE AT 
GUY’S HOSPITAL. 


Gentlemen,— The deformities to which I call 
your attention this afternoon are those affecting 
the trunk and extremities. Unlike those of the 
face they can never be said to enhance the value 
or attractiveness of the individual, but, on the con¬ 
trary, are universally regarded as, to a certain extent, 
repellant. 

Further, the marketable value of the individual, 
both from the point of view of appearance as well 
as of physical capability to perform work, is mani¬ 
festly depressed in a degree proportionate to the 
deformity. 

Each joint of the human body is capable of two 
attitudes, one usually assumed in activity, the other 
one during rest. These attitudes are, generally 
speaking, antagonistic lo one another, and con¬ 
sequently exert upon the part influences or ten. 
dencies to change in opposite directions. On this 
account, in order that the anatomy of a part should 
remain normal, it is necessary that movements of 
activity should be associated in a suitable propor¬ 
tion with those of rest. If the individual assumes 
an active posture, or performs a sequence of active 
movements habitually for long periods of time, the 
skeleton becomes fixed in this attitude, and after a 
time the deformity or deviation from the normal 
type becomes greatly exaggerated. I need not do 
more than remind you of the skeletons of labourers, 
which show in such a marked manner the fixation 
and, later, the exaggeration of attitudes of activity ; 
and I have on previous occasions pointed out to 
you what excellent means they afford for the study 
of the mechanics of these attitudes in their most 
minute details. 

In precisely the same manner the habitual 
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assumption of attitudes of rest, to the exclusiori 
of the sufficient performance of the corresponding 
attitudes of activity, result in the fixation of the 
resting attitude, and, later, in its exaggeration. 

I will first call your attention to the mechanics 
of the knee-joint as affected by the postures of 
activity and rest. 

In the attitude of running a plumb-line, dropped 
from the head of the femur of the leg on which the 
weight is supported, at the instant, falls inside and 
behind the knee-joint, so that for the time being 
the posterior part of the internal condyle of the 
femur and the posterior and inner part of the head 
of the tibia are transmitting a disproportionately 
large amount of weight, while the anterior part of 
the external condyle and the anterior and outer 
part of the head of the tibia are transmitting a dis¬ 
proportionately small amount of weight. Now you 
are aware of the following very important general 
law, namely, that the rate of bone-formation in the 
several parts of a growing bone varies inversely as 
the pressure transmitted. Therefore, if the indi¬ 
vidual habitually performed the same attitudes of 
activity of the knee-joint, to the exclusion of the 
corresponding attitudes of rest, you would have a 
deformity in which the bones entering into the 
formation of the joint would be reduced in depth 
at the posterior and inner part and increased in 
depth at the anterior and outer part. Such an 
occurrence could not take place in the knee-joint 
in the normal skeleton; It actually occurs in the 
rickety subject, providing that the degenerative 
changes in the skeleton have set in before the child 
has commenced to walk. In consequence of the 
habitual assumption of the attitude of activity, the 
resting posture not having yet been acquired, 
the knees are displaced outwards and forwards 
and bow-legs is produced, a condition precisely 
opposite to that of the fixed resting position we 
are about to consider. 

This fixation of the knee-joint in an attitude of 
activity is also seen in osteitis deformans, a disease 
which develops late in life, and is characterised by 
a yielding of the bones. 

In the position of rest of the knee-joint support¬ 
ing the trunk when the individual is standing at 
ease, a plumb-line dropped from the head of the 
femur falls outside and in front of the articulation, 
which is in a position of extreme extension. During 
the assumption of this posture the outer condyle 


of the femur and the outer portion of the head of 
the tibia transmit more weight than the inner 
condyle and inner portion of the tibial head, so 
that the subnormal bone formation in the growing 
line of the former, and the excessive formation in 
the latter, result in the progressive diminution of 
the external femoro-tibial angle, producing the 
deformity called “ knock-knee.” At the same time, 
the weight falling in front of the transverse axis of 
rotation of the knee-joint, the anterior segments of 
the condyles of the femur and of the head of the 
tibia transmit an abnormally great share of weight, 
while the back parts transmit an abnormally small 
share. The decreased formation of bone in the 
anterior portions and the excessive formation in its 
posterior portions result in the reduction of the 
anterior femoro-tibial angle, and the development 
of a deformity called “ back-knee.” As both these 
deformities co-exist in a varying degree, it is obvious 
that the anterior and outer part of the external 
condyle, and the corresponding part of the tibial 
head, transmit the greatest share of the superficial 
weight, while the back part of the internal condyle 
of the femur and the corresponding part of the 
tibia transmit the least share of the weight. Now 
you see that the conditions in this joint are exactly, 
or almost exactly, antagonistic in the postures of 
activity and of rest. 

These changes are all much exaggerated when 
the growing lines are abnormally active, as in the 
case of the badly-nourished child who becomes 
rickety after learning to walk. 

The treatment of the deformity is based on the 
knowledge thus obtained, since its object is to 
transmit an excessive amount of pressure through 
the posterior and inner segment of the joint, and 
to reduce as much as possible the pressure trans¬ 
mitted through its anterior and outer part. This 
is done by limiting extension by a rigid arrange¬ 
ment behind the joint, so increasing the anterior 
femoro-tibial angle, and by exerting traction upon 
the joint in the direction of a steel rod external to 
the joint the external femoro-tibial angle is steadily 
increased. 

In slighter cases the same result may be effected 
by the complete avoidance of the resting posture, 
that of activity alone being performed. 

Foot .—Let us now consider the postures of the 
foot, but before doing so I will call your attention 
to its structure. 
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The ankle-joint, whose range is limited by the 
impact of the anterior or posterior portions of the 
tibial surface upon that of the astragalus, allows 
only of movement around a tranverse axis. This 
is contrary to the teaching of the anatomist, who 
considers that flexion and extension are controlled 
by ligaments, and that in extension it is possible 
for the astragalus to rotate round a vertical axis. 

When, however, I say that there is no movement 
of the astragalus around a vertical axis this is true 
as regards extension of the foot; still, as I explained 
to you in describing the physiology of the fibula 
and the mechanics of abduction fractures of the 
foot, commonly called Pott’s fractures, in the posi¬ 
tion of abduction of the foot which is in its position 
of rest, some slight rotation of the. fibula takes 
place around a vertical axis. This is brought 
about by the impact of the astragalus against the 
anterior margin of the facet on the external mal¬ 
leolus and by drag exerted by the posterior fasci- I 
cuius of the external lateral ligament upon its back 
part, the fibula ascending slightly. 

When this force is exerted excessively a spiral 
fracture of the fibula results. 

On the contrary, in a position of activity of the 
foot, the malleoli are forcibly approximated by the 
vertical drag of all three fasciculi of the same liga¬ 
ment, and by the consequent increased obliquity of 
the interosseous tibio-fibular membrane and liga¬ 
ments consequent on the slight descent of the 
fibula. By this means all lateral movement of the 
astragalus is rendered impossible. Therefore, 
instead of there being any rotation of the astra¬ 
galus in extreme extension of the foot, it is just the 
very position in which there is absolutely none. 

It is usual to describe the foot as consisting of 
three arches, two longitudinal and one transverse. 
These arches are said to be supported by muscles 
and ligaments, one of which—the so-called inferior 
calcaneo-scaphoid—is described as being elastic 
and containing yellow fibrous tissue. You must 
disabuse yourself absolutely of this analogy. 

The foot may be regarded as being made up of 
three parts, the astragalus, which forms a hinge 
joint with the tibia and fibula and articulates with 
the two other parts, namely, the os calcis behind 
and the rest of the foot in front. It is fixed to the 
os calcis by an interosseous ligament, which per¬ 
mits of some rotation around a vertical axis. The 
os calcis articulates with the cuboid in front and 


externally, while internally it is connected to the 
margin of the scaphoid by a ligament whose fibres 
are spiral in direction. 

When this ligament is wound up by the vertical 
traction of the tibialis posticus upon the tubercle 
of the scaphoid the interval between the scaphoid 
and os calcis is reduced, and the inner margins of 
the two segments of the foot form an angle open 
inwards. When the spiral ligament is unwound, 
as it is by the relaxation of the tibialis posticus and 
the consequent dropping of the tubercle of the 
scaphoid, the inner margins of the two segments 
form with one another an angle open outwards. 

The first of these positions of the foot—namely, 
that of adduction, is always active in character, 
while the second, or that of abduction, though it 
may be produced actively, is, when determined 
passively, the position of rest of the foot. 

In this position of abduction, or of rest, the inner 
margin of the foot is convex inwards, and forms, 
with its fellow, an angle open forwards; the foot is 
elongated to the utmost, corresponding to the 
increase in size of the angle between its two 
segments, while its whole under surface comes in 
contact with the ground. 

While in this position the foot is flat, suggesting 
to the superficial observer the dropping of an 
antero-posterior arch, due to the yielding of an 
elastic ligament. 

If, owing to a lack of energy or to exhaustion 
from excessive exercise, this position is habitually 
assumed, or if the resting posture is brought about 
by pain from inflammation, the foot remains con¬ 
stantly abducted, and after a time it becomes 
rigidly fixed. In this way the several stages of 
so-called “ flat-foot ” are developed. What is true 
of the foot in a position of abduction or rest is 
equally true of the foot in a position of activity or 
adduction. 

The labourer who carries enormous loads on his 
back retains the foot in a position of extreme 
adduction, reducing the interval between the os 
calcis and scaphoid to a minimum and displacing 
the head of the astragalus on to the upper surface 
of the os calcis, where it forms a distinct facet for 
itself. By this means the superjacent weight is 
taken off the spiral calcaneo-scaphoid capsule and 
from the tibialis posticus,and is transmitted through 
the os calcis and the powerful calcaneo-cuboid 
ligaments so reducing the expenditure of energy 
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to a minimum. The well-developed foot of such 
a labourer is so fixed in a position of adduction 
that abduction is very limited, if it is not almost 
impossible. 

Here, again, the treatment of slight cases of flat- 
foot consists in avoiding the resting posture and 
retaining the foot in a position of activity. 

The performance of certain exercises as tend to 
develop the muscles of the leg, and especially those 
of the calf, is very advantageous. It is frequently 
assumed that the use of high heels is prejudicial in 
these circumstances, but the reverse is the case, 
providing the point of the boots is so situated as 
not to displace outwards and throw out of gear the 
great toe. In spite, however, of the constant deflec¬ 
tion of the great toe in the boots or shoes worn by 
women, it is wonderful how the assumption of the 
position of moderate activity of the foot, necessitated 
by the high heel, enables them to stand for hours 
without being obliged to have recourse to the rest¬ 
ing posture. 

When the foot becomes fixed in the posture of 
rest it may be necessary to anaesthetise the patient 
and to wrench the foot into a position of extreme 
adduction or of activity and to retain it there for 
a considerable time. Massage and exercises serve 
to accelerate recovery. 

In all these cases you should observe the length 
of the great toe. In the vast majority of people 
the length of the great toe does not exceed that of 
the second toe. In a small proportion the great 
toe is longer than the second toe, and in some 
cases it may be very much longer. It must be 
very apparent to you what a great handicap such a 
condition of long great toe is, especially in that 
class who have to wear regulation boots and who 
are very much on their feet. The pain and fixation 
set up in the metatarso-phalangeal joint by the 
distal pressure, with or without the outward dis¬ 
placement of the great toe, make the sufferer more 
ready to assume the resting posture, or, in other 
words, favour the development of flat-foot. I think 
this is such a disadvantage that I would, in certain 
circumstances, recommend the removal of sufficient 
of the end of the toe early in life to restore it to its 
normal relationship to the other toes. 

As in the case of the knee, the tendencies of the 
attitude of activity are diametrically opposed to 
those ot the resting posture, and so render treat¬ 
ment of the latter simple if the circumstances of 


the individual permit of the effective adoption of 
the measures necessary to obtain success. 

This applies with equal weight to the next 
deformity which we will consider. It is that 
commonly called “ round shoulders ” by the public, 
and by us the symmetrical posture of rest, dorsal 
excurvation, etc. In the case of the trunk we 
have two attitudes which are dependent on the 
process of respiration. One, the thoracic inspiratory, 
is an active one, and when performed vigorously 
entails the expenditure of much energy. The 
other, the expiratory, is passive in ordinary 
respiration, and entails practically no effort. In 
the vigorous subject the process of active thoracic 
inspiration alternates with that of thoracic expira¬ 
tion, and is supplemented by diaphragmatic respira¬ 
tion, which is a more perfect reflex, and, as 
compared to the process of thoracic respiration, 
it involves the expenditure of but a very small 
amount of energy. 

I would remind you that the chest is retained 
in a position of inspiration in labourers when 
carrying heavy loads on the back, and after a time 
becomes fixed in that attitude. While working in 
this manner respiration is carried on entirely by 
the diaphragm. 

The fixation of the chest in a position of inspira¬ 
tion, partly by the ankylosis and fixation of the 
spinal column, partly by the limited movement or 
ankylosis of the costo-vertebral joints, and partly 
by the conversion of the inspiratory internal inter¬ 
costal muscles into ligamentous tissue, influences 
prejudicially the mechanics of the lungs, and 
handicaps the individual when these organs are 
diseased. 

In complete thoracic inspiration the calibre of 
the chest is increased to the utmost while the joints 
of the entire spinal column are in a position of 
over-extension. As the body of each vertebra 
rotates round a transverse axis upon its fellows the 
posterior half of each growing line is, for the time 
being, exposed to a pressure which is much greater 
than that sustained by the anterior segment; con¬ 
sequently the tendency for the time being is for 
the posterior portion of the body of the vertebra to 
become less deep than the anterior. 

The reverse is the case in complete expiration. 
The cavity of the thorax is reduced to its utmost 
and the entire spinal column is flexed. In these 
circumstances the tendency is for the vertebral 
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bodies to become reduced in depth anteriorly and 
increased posteriorly. 

The intervertebral discs are influenced similarly 
to the bodies in either of the attitudes. It is by 
the suitable combination of these movements that 
a normal attitude results, and consequently a normal 
spinal column. When the subject is resting in the 
erect position of the trunk, respiration is carried 
on entirely by the diaphragm, the thoracic inspira¬ 
tory process being in abeyance. To this resting 
posture, in the position of thoracic expiration, I 
have applied the term the “symmetrical posture of 
rest,” as being more descriptive than dorsal excurva- 
tion or round shoulders, and as opposed to the 
“asymmetrical resting posture,” commonly called 
lateral curvature by the public and scoliosis by the 
surgeon. 

Now, in the state of civilisation in which we exist, 
there are a very large number of children who, 
chiefly from imperfect nutrition, have not the 
energy to perform any active movements for long, 
and who can work on by the expenditure of a 
minimum of muscular activity. These are the 
children who develop resting deformities. They 
depend for the oxygenation of their blood upon 
the action of the diaphragm and abdominal 
muscles, and occupy, with rare exceptions, a posi¬ 
tion of complete thoracic expiration, or, in other 
words, the symmetrical position of rest of the trunk. 
In consequence of this habitual flexion of the spinal 
column the bodies of the vertebrae become wedge- 
shaped, the depth of their anterior surfaces being 
reduced and that of their posterior increased. The 
constant flexion of the lumbo-sacral joint tends to 
result in a forward displacement of the last lumbar 
vertebra, or in a yielding of the sacrum producing 
a degree of spondylolisthesis or reducing the con¬ 
jugate diameter of the brim. All these conditions 
are, as in other resting deformities, exaggerated in 
the condition of more imperfect osseous nutrition 
as rickets, mollities ossium, osteitis deformity, and 
in senile decay. 

You see that, apart from improving general nutri¬ 
tion and the development of muscles by massage, 
etc., your efforts must be directed to alter the forces 
to which the bodies of the vertebrae are exposed in 
this position ; you must relieve by extension of the 
spine the anterior portions of the bodies of the 
vertebrae from the constant pressure to which they 
have been exposed, while you must endeavour to 


compress the posterior portions, which can be done 
only by over-extending the spine. 

How can this be best effected ? 

In the first instance it is obvious that the 
| posture which has become habitual, and which is 
the cause of the deformity, must be avoided. 

We may over-extend the spine by making the 
patient do breathing exercises, by which the habit 
of complete thoracic expiration is replaced by one 
| intermediate between complete inspiration and ex¬ 
piration. 

j Again, we may force the spine into a position 
I of extension by posture or by the use of a steel 
spring, which effects its purpose by producing 
1 traction in a backward direction on the shoulder 
; girdle. 

The general tendency of the surgery of the 
present day is to rely on means other than the use 
of apparatus, and to a great extent this is correct; 
still you will find severe cases in which you may 
supplement your treatment by respiratory exercises, 
posture, etc., very effectually by the use of some 
mechanical appliance. 

‘ The last deformity I will call your attention to is 
1 the most difficult to treat, since we are unable 
either by an apparatus or by any arrangement of 
exercises to provide a posture of activity exactly 
| antagonistic in its tendencies. 

I refer to what is called lateral curvature or 
scoliosis, but I think the term “asymmetrical 
resting posture of the trunk” describes it much 
more accurately. I do not mean to infer that there 
are not cases of lateral curvature of the spine which 
are not part of a resting position, as, for instance, 
the curve due to shrinking of one lung in an 
i empyema, to contraction of the sterno-mastoid, to 
shortening of a leg by injury or disease, etc. 

In the condition called lateral curvature we have 
to deal with a subject who, in the first instance, 
was possessed of low vitality, depending for the 
oxygenation of the blood solely, or almost so, on 
the action of the diaphragm, and whose trunk 
occupied the symmetrical posture of rest. 

Such a person later assumed in standing the 
asymmetrical posture, or, as it is commonly called, 
standing at ease. 

That means that instead of the pelvis being 
retained in a position of over-extension on both 
femora, it was fixed on one leg in a position of 
extension, the other leg being no longer used to 
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share in the transmission of the superjacent weight. 
On this account the pelvis drops on the side of the 
unused leg, and the plane on the upper surface of 
the sacrum upon which the column of discs of bone 
and cartilage rests is deflected laterally. 

Now, while in the symmetrical resting position 
the anterior segments of the vertebral and inter¬ 
vertebral discs are compressed ; in the asymmetrical 
posture you have, in addition, an excessive com¬ 
pression of the lateral segment of the disc corre¬ 
sponding to the concavity of the curve. In con¬ 
sequence the antero-lateral quadrant corresponding 
to the concavity of the curve sustains a maximum 
pressure, while the postero-lateral corresponding to 
the convexity of the curve transmits a minimum of 
the superjacent weight. 

The arrangement of the discs and their connec¬ 
tion with the ribs is such that the rotation of each 
disc around an axis which passes in a varying 
degree obliquely from before backwards results, 
not in the formation of a single curve, but of three, 
one corresponding chiefly to the lumbar spine, one 
to the dorsal, and one to the cervical, and in the 
apparent rotation of the vertebrae around a vertical 
axis. The formation of the lateral curve in the 
dorsal region produces characteristic changes in 
the form of the thorax. 

If, as in the other deformities, we were able to 
bring about such a condition of affairs that the 
amounts of force transmitted through the several 
segments be reversed, we should have no difficulty 
in restoring the rate of bone formation to the 
normal, presuming, of course, that the growing 
lines were still functionally active and the de¬ 
formity not excessive. 

This, however, we are quite unable to do by any 
means in our power, but our treatment must be 
directed towards attempting to rotate the bodies 
of the veterbrae around an axis crossing at right 
angles the existing axis of rotation of each ver¬ 
tebral disc. 

This is done as far as possible by massage, 
exercises, posturing, elongation of the habitually 
resting leg by adding to the depth of the heel, and 
also by breathing exercises, which last tend to 
restore the trunk from a symmetrical resting pos¬ 
ture to a position of activity. The success of the 
treatment varies inversely with the existing de¬ 
formity and directly with the remaining growing 
capacity of the epiphysial lines. 

March 2 $th, 1907. 


THE UTILITY OF THE SPHYGMO¬ 
MANOMETER. 

By H. BATTY SHAW, M.D., F.R.C.P., 

Assistant Physician to the Brompton Hospital for Con¬ 
sumption and Diseases of the Chest, and to University 
College Hospital; Lecturer in Therapeutics, 
University College, London. 


So much has been written and said of late years 
about the various departures from the normal of 
the blood-pressure, as well as of the instruments 
by which such departure can be measured, that it 
is quite unnecessary to refer in this lecture to the 
details of the mode of use of the instrument or of 
the various modifications of the instrument as ori¬ 
ginally introduced by Riva-Rocci. Nor is it the 
purpose of the lecture to discuss the factors 
which lead to disturbance of the normal blood- 
pressure ; this subject you will find carefully 
studied in Dr. Janeway’s and Dr. Oliver’s books 
on blood-pressure, and you will be able to gather 
what are the views of physicians in this country 
on the subject of the causation of the altera¬ 
tion of blood-pressure by a perusal of the dis¬ 
cussion on “ Blood-pressure ” at the meeting of 
the British Medical Association held at Toronto 
this summer. My special object in bringing before 
your notice to-day the utility of the sphygmo¬ 
manometer is to show you that it is possible by 
means of this simple instrument to find a new and 
reliable guide in the treatment of certain cases 
which in the past have been sources of difficulty 
to us all. 

I have selected from the patients under my care 
a number of cases which have more or less baffled 
all efforts to give relief. They fall roughly into 
one of a small number of clinical groups. As the 
greater number are patients at this hospital the 
larger proportion will be found to have come with 
complaints referable to the chest; a smaller number 
are drawn from the material of the wards and out¬ 
patient room of a general hospital. The cases, 
taken together, fall into one of the following groups: 

(1) A pulmonary group .—These cases include a 
number in whom the chief complaints were the 
following: cough; “ tightness of the chest,” and 
shortness of breath, either constant, on exertion, or 
in attacks, occurring more particularly at night—/.<r. 
when recumbency is assumed. 
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(2) A cardiac group .—Amongst the symptoms 
complained of are palpitation, pain over the heart, 
night starts, orthopncea, etc. Some have com¬ 
plained of the well-known symptom of inability to 
walk vigorously against a head wind. 

(3) A cerebral group. —This group includes a 
number of cases in whom the chief complaint has 
been headache, giddiness, languor, general weak¬ 
ness, “ noises in the head ”; in one case the patient 
had become unconscious, and was hemiplegic for 
ten weeks, ultimately recovering to such an extent 
that there is now little or no sign left of this compli¬ 
cation ; two others have been suddenly seized with 
fainting attacks, in which they lost consciousness 
for ten to fifteen minutes, ultimately recovering 
much as if they had had epileptic seizures. 

(4) A gastric group. —Another group is drawn 
from a source familiar to all workers in out-patient j 
departments, and includes the patients who are 
afflicted with dyspepsia, marked pain, distension, 
flatulence, and sickness or nausea. 

A few individual cases require notice because of 
their exceptional character. One was the case of a 
young man of about thirty-two years of age, who 
merely sought an opinion as to whether there was 
any justification for his being refused insurance by 
the medical examiner. Another especially inter¬ 
esting case (K. P—) is that of a patient set. 54 
years, who during the last ten years is known to 
have suffered intermittently from a slight degree of 
albuminuria; periodically his judgment in regard 
to temperance gets the better of him, with the 
result that he subsequently becomes very ill, his 
feet become oedematous, his digestion is very dis¬ 
turbed, his heart becomes exceedingly irregular, 
and his liver, which has been known to be enlarged 
considerably for several years, becomes still larger 
and tender. This patient is very emphysematous, 
and presents no signs of enlargement of the left 
heart; that the right heart is enlarged is shown by the 
existence ot epigastric pulsation, by the presence of 
the comparatively rare murmur—that of tricuspid 
regurgitation, and by greatly distended veins in the 
neck, which pulsate synchronously with the ven¬ 
tricular contraction of the heart. This patient has 
been on many occasions under the care of his 
private doctor and different consultants, and the 
conclusion has always been the same—that he is 
suffering froip cirrhosis of the liver due to exces¬ 
sive addiction to alcohol, and that both heart and 


kidneys have suffered from the same toxic agent, 
though in a much less severe degree. It has been 
practically impossible to say which organ was 
responsible for the main part of the clinical picture 
—the heart, the liver, or the kidneys; all appeared 
to be gravely affected. 

It is necessary to say that the above patients 
were mostly past middle life, but not invariably so, 
for one was only seventeen years of age. 

The pulmonary group showed variable degrees 
of emphysema; the cardiac group included cases 
in which acute valvular disease from rheumatic 
fever and its allies could be excluded, although it 
is quite impossible to exclude the existence of 
chronic valvular disease, as a number of them had 
undergone exposure to such influences as alcohol, 
syphilis, gout and lead intoxication, and some were 
old people. The cerebral cases were, so far as 
could be detected, free from any intra-cranial 
mischief, such as tumor cerebri, haemorrhage, etc. 
The gastric group included cases in whom exposure 
to the many causes of dyspepsia was quite frequent. 
It must not be considered that all the cases fell only 
into one or other of the above categories, for 
frequently it happened that the cases overlapped 
and presented, for example, symptoms which sug¬ 
gested cardiac and gastric disturbances or cerebral 
and cardiac disorder. 

There is one sign, however, which is common to 
all these cases: they all had the blood-pressure 
raised beyond the normal, and apparently con¬ 
tinuously , and it is for this reason that they 
are brought before you for consideration, not 
because I wish to discuss before you the cause 
of such a rise of blood-pressure, but rather because 
I think that whatever may be the cause of con¬ 
tinuously maintained high blood-pressure, such a 
phenomenon has not received the clinical atten¬ 
tion it deserves, and simply because the methods 
hitherto at our disposal for its detection have 
been quite inadequate and untrustworthy ones. 

Given the existence of continuously maintained 
high blood-pressure, such as is shown in Chart 1, 
it is obvious that there will be considerable dis¬ 
turbance of the musculature of the cardio-vascular 
mechanism, especially of that tissue which enters 
into the formation of the middle coat of the 
arteries and the walls of the heart. 

It will greatly assist me to bring out my point 
of the value of sphygmomanometric establishment 
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of continuously high systolic blood-pressure if I 
make some preliminary remarks culled from the 
writings of such observers as Dr. Janeway, Dr. 
Oliver, Sir. Lauder Brunton, Sir William Broadbent, 
Professor Clifford Allbutt, and other workers, who 
have done so much to help us to understand the 
effect upon the body of cardiac hypertrophy or of 
high blood-pressure. 

(1) Mere digital examination of the radial 
pulse will fail again and again to show that the 
blood-pressure is raised. 

(2) The sphygmometer, such as the familiar 
one introduced by Dudgeon, has long ago been 
discredited as a means of establishing without 
doubt the existence of high tension in the 
arterial system. 


(4) The systolic blood-pressure is one which 
may be observed without any very great manual 
dexterity on the part of the observer. A nurse’s 
powers of observation are, however, usually better 
than the medical man’s, because the nurse has a 
more delicate touch, and can more readily detect 
the return of the first radial pulse when the 
pressure within the armlet encircling the upper 
arm is reduced. 

(5) In young males who are healthy the systolic 
pressure taken under the conditions already re¬ 
ferred to is 100 —130 mm., in women about 
10 mm. less. Dr. Janeway considers that after 
fifty years of age the pressure may be 130-145 mm., 
and assumes that the explanation must be a rise of 
peripheral resistance “whatever may be the more 



(3) The sphygmomanometer, such as that of 
Riva-Rocci, as modified by von Recklinghausen, 
and recently so simplified by Dr. C. J. Martin 
and by Mr. Lockhart Mummery, gives an 
accurate representation of the arterial pressure, 
though, undoubtedly, the existence of oedema or 
of extensive calcification of the vessels in the limb 
under examination will lead to too high a reading, 
but not, I think, in the latter case to such an 
extent as to seriously affect the readings. It is 
also necessary to secure that the patient’s mental 
condition is one of calm, and that all muscular 
action is relaxed; continuous observation of the 
blood-pressure taken in recumbency, and when the 
patient has been kept in bed, can alone be trusted 
implicitly, for .1 have occasionally found that an 
exalted blood-pressure will fall to normal after two 
or three days m bed. 


remote causes.” Personally I think these remote 
causes are very definite pathological ones. 

(6) For the purposes of this lecture it is im¬ 
portant to remember that maintained high blood- 
pressure is not a feature of mere bronchitis and 
emphysema so far as my experience goes in the 
case of such patients; if present, there is probably 
another factor at work. In cases of aortic re¬ 
gurgitation maintained high blood-pressure is not 
a feature (see Charts 2 and 3) indeed, varia¬ 
bility of the systolic pressure is frequently a quite 
noticeable feature. Speaking of valvular lesions, Dr. 
Janeway says that “there is a general consensus of 
opinion that the bulk of cardiac cases have pressures 
within normal limits.” Chart 4 shows the record 
of a case of primary double mitral disease, by which 
is meant cardiac failure dependent upon intrinsic 
causes, such as disease of the mitral valve. 
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It is important to remember that intra-cranial j manometer, if used in a routine fashion, will again 
haemorrhage, whilst producing compression, will and again be of service in showing by the establish- 
cause a rise of blood-pressure, and in certain cases j ment of maintained high systolic pressure that the 
of melancholia high blood-pressure is a feature. cardiac case under observation is cardiac only in a 
(7) It is a clinical truth, for which we are in secondary sense, and that the primary cause is to 
the first place indebted to the late Sir George be found elsewhere in some agency which is pro- 
Johnson, one which need hardly be stated were it voicing high tension; all or many of the recognised 
not that the object of this lecture is to show the signs of cardiac hypertrophy may be obscured, and, 
great importance of the sphygmomanometer, viz. J as already stated, the finger may fail to detect any 
that maintained high tension is associated with exaltation of the radial pulse. I take the oppor- 
hypertrophy of the heart, accentuation of the i tunity at this stage of saying that I am quite well 
aortic second sound, hypertrophy of the middle aware that the heart may be enormously hyper¬ 
coat of the arteries, producing the leathery hard- trophied as a result of increased tension, and yet in 


ness described by Professor Clifford Allbutt, also 
lengthening of the arteries and increased diuresis, 
the urine showing a low specific gravity. So long 
as the heart is maintained in a healthy condition 
little else will develop ; but supposing the muscula- 
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Chart 2. —Case T. H—, act. 32. Primary double aortic _ 

disease. - 

ture of the heart to fail, as, for example, a result 
of alcoholism, then various phenomena suggestive ZHZH 
of valvular|defect will manifest themselves; e.g. 
there may be alteration of the first sound of the Chart 3 
heart, or a mitral regurgitant murmur may be heard 
at the maximum impulse of the heart, and this the final 
may or may not be accompanied by a murmur in normal 
diastole, due to the condition of a fluid vein collapse 
established by the enlargement of the chamber of still be 
the left ventricle, or due to a diastolic murmur tion, bee 
generated at the aortic valves and directly due post mo 
to the high tension in the arterial system. If the I do 
heart fails still more, then a picture may be pre- evidence 
sented which so closely simulates primary valvular save yo 
disease and its sequelae that the most elect of us appear ; 
cannot solve the problem so familiar even to the of mitra 
student in his first year, viz. the problem whether tricuspid 
a case is primarily cardiac and secondarily renal or whips a 
primarily renal and secondarily cardiac. the like 

It is my purpose to point out that the sphygmo again su 



Chart 3.—Case P. M—, act. 48. Primary double aortic 
disease. 


the final stage of such cases the pressure may be 
normal or subnormal; some other cause for the 
collapse of the cardio-vascular mechanism must 
still be looked for other than muscular degenera¬ 
tion, because it is common to find the heart-muscle 
post mortem normal in cellular detail. 

I do not hesitate to say that this appeal to the 
evidence supplied by the sphygmomanometer will 
save you repeatedly from plying patients who 
appear as cases of mitral regurgitation, or even 
of mitral stenosis, and yet, again, of aortic or 
tricuspid regurgitation, with such potent cardiac 
whips as digitalis, strophanthus, strychnine, and 
the like. You know quite well that again and 
again such drugs have failed to help your cases; 
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indeed, every clinician knows that some such 
cases have gone to the wall in the face of digitalis, 
and even, we suspect, to our great chagrin, occa¬ 
sionally because of the use of this and kindred 
drugs. 

Given a case of maintained high systolic pressure, 
such as is shown in Chart i, despite the existence 
of arrhythmia, of enlargement of the heart, of pul¬ 
sating liver and even dropsy, and of many other 
signs and symptoms of cardiac failure, I believe 
you will get far better results if you aim at lowering 
blood-pressure rather than increasing it. 

This disposes of what I have to say respecting 
the above groups of out-patients who have simu¬ 
lated conditions of primary cardiac disease. They 


I 

i sium nitrate fumes, the latter salt yielding on 
I combustion, as is well known, a nitro-compound 
' which relaxes arterial spasm. 

I They may or may not have shown the cardio¬ 
vascular signs I have already rehearsed, and which 
I indicate hypertension; an associated emphysema 
| may quite well have masked all the pathological 
effects exerted by hypertension upon the heart: 
obesity may have also contributed its power of 
confusion by masking the tortuosity of the 
brachials; addiction to alcohol, too, may have 
supplied a too ready explanation of the enlarge¬ 
ment of the liver and of the dropsy. The sharp 
| practitioner who refused one of the cases for 
i insurance despite the fact that he had not a 
| single symptom of ill health, and but one ab¬ 
normal sign—a forcible and heaving displaced 
cardiac impulse, did, at least, by his act acknow- 
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Chart 4.—Case J. C—, set. 32. Primary double mitral disease. 


are now, thanks to the use of the sphygmomano¬ 
meter, being treated for their high tension, and 
not for what appeared to be primary cardiac 
disease, and I can say the change of plan has 
been beneficial; you will examine presently two 
cases of secondary cardiac disease (originally mis¬ 
taken as cases of primary double mitral disease) in 
whom relief has been obtained by measures calcu¬ 
lated to lower blood-pressure and not to raise it. 

But there yet remain the rest of the cases 
whose pressure is maintained abnormally high. 
Some cases appeared as merely ones of bronchitis 
and emphysema or asthma, and various drugs 
have been used which are recognised as legitimate 
means of treatment; some have been distinctly 
benefited by inhalations of stramonium and potas- 


ledge that the patient was not healthy, and wisely 
rejected him; the man’s tension, we found, was 
raised to 160 mm., and probably the practitioner 
thought of possible renal disease despite the 
absence of any abnormality of the urine, even of 
albuminuria , an opinion which we have all 
probably been taught to endorse. It is an 
interesting question to ask, “Supposing this man 
had had such marked emphysema that his hyper¬ 
trophied heart was not recognisable, would the 
insurance doctor have passed the case ? ” I hope 
my argument is such as to show’ that by a 
routine use of the sphygmomanometer this case 
under these circumstances would still have been 
rejected. 

My personal feeling about these cases of main¬ 
tained high tension such as is shown in Chart i is 
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that probably all are cases of involvement of the 
kidneys , and that the use of the sphygmomanometer 
will help us to a very great extent to reverse that 
common experience recorded in every hospital 
report, that the percentage cases of contracting 
and contracted kidneys found at the post-mortem 
table is largely in excess of the physician’s expecta¬ 
tions as based on the clinical examination of these 
cases when studied at the bedside. 

A few words remain to be said of the cerebral 
and gastric group of cases to which reference has 
been made. Evanescent hemiplegias, monoplegias, 
and aphasias are well known to us all; so also are 
the cases in which headache, giddiness, faint feel¬ 
ings, and even syncopal attacks are features. Sub¬ 
ject such cases to sphygmomanometric observation 
and again a clue will be found to both diagnosis 
and successful treatment; in a proportionately 
large number of cases the blood-pressure will be 
found to be raised. It need not disconcert you 
that the man who was rejected by the insurance 
medical examiner had no symptoms despite his 
high blood-pressure; no one finding that a patient 
was suffering from quite a high degree of tem¬ 
perature despite the absence of symptoms, would 
by reason of the latter fact disregard such an 
important sign. 

Gastric cases are very numerous in all out¬ 
patient departments, and it is well known what 
difficulty such cases give to* the physician, for 
despite an apparently correct diagnosis, we fail re¬ 
peatedly to secure adequate relief. Again, the 
sphygmomanometer will show that in some at least 
of these cases valvular incompetence and failure 
of the right heart, masked as they often are and 
secondary to hypertension, have exerted their 
harmful effect on the stomach just as surely 
as primary valvular defect is capable of doing ; 
and the remedy lies, not in direct cardiac stimu¬ 
lants, but in measures which lead to arterial 
relaxation. You may not be able to influence the 
hypertension very much (see Chart 1), but the 
little you can do will more than repay the extra 
trouble involved by the use of the sphygmomano¬ 
meter, for this instrument of precision will make 
your diagnosis the more accurate. It is a pleasure 
to record that my attention was first drawn to this 
application of the sphygmomanometer by a remark 
of Mr. H. R. Evans, one of the house physicians 
at University College Hospital, who, listening to my 
remarks on a case of what I considered to be an 
example of primary double mitral disease in a man 
forty-nine years of age, who had never had rheu¬ 
matic fever, informed me that as a result of routine 
sphygmomanometric observations on the patients 
under his care this particular one had been found 
to have a pressure of 175 mm. of mercury : it was 
subsequently found that this high tension was 
maintained. 

March 25 ih, 1907. 


RECTAL HEMORRHAGE: 

ITS CAUSATION AND TREATMENT. 

Lecture delivered at the Polyclinic. 

By P. LOCKHART MUMMERY, F.R.C.S., 
Hon. Surgeon King Edward VII Hospital for Officers; 
Assistant Surgeon St. Mark’s Hospital for 
Diseases of the Rectum. 


Gentlemen, —Bleeding from the rectum is a very 
common form of haemorrhage, and one which 
frequently gives rise to difficulties and mistakes in 
diagnosis, more often, in fact, than most other forms 
of haemorrhage. 

Rectal haemorrhage may result from almost any 
rectal complaint. Patienis, however, almost invari¬ 
ably attribute any bleeding from the rectum to piles, 
and often, on no other grounds than that of finding 
blood in their stools, will confidently assert that 
they are suffering from piles. So much is this the 
case that I find patients do not recognise any other 
cause of bleeding from the rectum except piles, 
and I am sorry to say that too often one finds, on 
questioning the patient, that he has been treated 
for piles by his doctor without a local examination 
of the rectum ever having been made. 

Rectal haemorrhage should always be looked 
upon as a serious condition, and a careful examina¬ 
tion should in all cases be made to ascertain the 
cause of the bleeding. To tell a patient who 
complains of passing blood that he probably has 
piles and to give him some gall ointment is the 
most careless and slovenly form of treatment, and 
the ordinary market-place quack could do as much. 
Such a method of treating patients frequently leads 
to the doctor being—I think rightly—abused after¬ 
wards, and often results in a serious error in 
diagnosis which may do the patient great harm. 

The excuse that one frequently hears put 
forward for not making an examination is that the 
patient did not wish to be examined. This is the 
worst of excuses, and generally means that the 
doctor himself did not wish to make one. 

I have never yet had a patient refuse to allow 
me to make an examination, or even offer any 
serious objection. Patients do not, as a rule, consult 
doctors unless they are willing to have the necessary 
and obvious steps taken to ascertain the cause of 
their trouble. If a patient does refuse to be 
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examined the proper course is to refuse to treat the 
case altogether. 1 

I think it will not be out of place if I briefly 
describe the method of examining a patient who j 
complains of rectal haemorrhage. The examination | 
should be made with the patient lying on the side, | 
with the buttocks at the edge of the couch and the j 
knees drawn up. The patient should be told to 
place the lowermost arm underneath the chest and 
to turn partly on to the face. This position is an 
excellent one, and need not offend the most 
delicate person. A really good light is essential, 
and unless the couch is high, and near a window, a , 
good lamp should be used. The external parts 
should be carefully examined, and then the finger, 
having been lubricated, should be gently and care¬ 
fully inserted, and the anal canal and rectum 
palpated. The anal canal—that is to say, the last 
inch and a half of the bowel—should first be felt, 
and then the finger should be passed on into the 
rectum as far as possible. Lastly, the patient 
should be told to strain down, while the surgeon 
forcibly separates the buttocks. Internal piles, 
polypi, or anything which prolapses at stool, may 
in this way be brought into sight. 

Such an examination as this, if carefully carried 
out, will generally reveal the cause of the bleeding. 
Specula, while of considerable value if they are 
properly used, require a lot of practice before they 
can be used successfully, and, unless the necessary 
skill has been acquired, cause the patient a lot of 
pain and reveal little or nothing. One of the most 
useful specula, and one which can be easily used, 
is the St. Mark’s pattern of tubular speculum or 
sphincteriscope. This is an instrument that every 
one should have. 

One not infrequently sees it stated that internal 
piles can be felt if a digital examination of the rectum 
is made. In a few cases internal piles can be thus 
detected, but in the great majority of cases nothing 
at all can be felt with the finger, though quite large 
internal piles are present. Piles are soft folds of 
mucous membrane, and it is not to be expected 
that they will impart any special sensation to the 
examining finger. In order to diagnose piles it is 
necessary to see them, and they must either be 
made to prolapse through the anus, or a speculum 
must be used. 

In investigating the cause of bleeding from 
the rectum we have to remember that the blood 


may come from any portion of the alimentary.' 
canal. 

It is fairly easy to distinguish blood coming from 
the upper part of the alimentary canal, as it is 
certain to be partly digested in the intestine, and 
will be tarlike; or it will have the ordinary charac¬ 
teristics of melaena. 

Blood coming from the large intestine is not so 
easily distinguished, as it is often not much 
changed. As a rule, blood coming from the large 
intestine is more or less intimately mixed with the 
faeces, and is accompanied by the passage of mucus. 
This is not always the case, however, and in some 
cases it may be bright red in colour, and easily 
suggests that it comes from the rectum. This is 
especially likely to be the case if the stool is not 
examined till some time after it has been passed. 
The blood will often become brighter from the 
absorption of oxygen. As a rule, the blood which 
comes from piles is not mixed with the faeces, but 
comes at the end of defaecation. The fact that the 
blood is dark in colour and clotted does not 
necessarily mean that it has not come from piles, 
as piles may, and not infrequently do, bleed into 
the rectum, and the blood will clot there and the 
clots will be passed at the next evacuation. In the 
case of rectal cancer or new growth the blood is 
usually dark and chocolate-coloured, and mixed 
with mucus. In many cases, however, the blood 
is bright red, and is passed almost pure, there being 
no difference between the appearance of the stool 
and that resulting from piles. 

Bamberger, quoted by Nothnagel, has arranged 
a table showing the relative frequency of different 
intestinal lesions in causing rectal haemorrhage. 
He gives the common causes of rectal haemorrhage 
in the following order: piles, dysentery, typhoid 
fever, and carcinoma of the colon or rectum. When 
small quantities of pure blood, either light or dark 
in colour, are passed, we may be fairly certain that 
the blood has come from the rectum or sigmoid 
flexure. Similarly, when the blood forms a coating 
to the faecal masses, the cause will almost certainly 
be in the lower part of the bowel. On the other 
hand, if the blood is intimately mixed with the faeces 
the lesion is high up, probably in the small bowel. 

The commonest cause of rectal haemorrhage is 
internal piles. External piles, unless they are 
accompanied by the internal variety, never cause 
bleeding. 
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The bleeding from internal piles varies very j left untreated, or the haemorrhage allowed to 
considerably in amount; in most cases two or | continue. 

three drachms are passed with each stool. In such j It has often been stated that plethoric persons, in 
cases, however, although the actual amount of whom the liver acts sluggishly—whatever that may 
blood lost at any one time is small, and by itself of mean—and who suffer from piles, are benefited by 

but little importance, the total amount lost in the the frequent haemorrhage, and that in such persons 

course of several months, if the bleeding continues, nothing should be done to stop the bleeding, as it 
is very considerable, and may cause a very serious acts as a sort of safety-valve, 

degree of anaemia, from which it may take the This is a ridiculous and most pernicious doctrine, 
patient many months to recover, even after the which ought to have died long ago. Whether 

piles have been removed. I have seen patients bleeding is a beneficial form of treatment for fat 

who looked as if they were suffering from pernicious and plethoric persons or not—and it is certainly not 

anaemia as the result of the bleeding from their piles, a usual form of treatment at the present day—it 


although they had never noticed any serious 
amount of blood in the stools. 

Apart from the serious anaemia which rectal 
haemorrhage may cause, a patient who is constantly 
losing small amounts of blood is in a weak state of 
health, and is much more liable than under ordinary 
circumstances to contract other illnesses. I have 
often observed this in soldiers who have resided in 


cannot be right to allow the bleeding to occur in 
the uncertain and haphazard way that it will do if 
the piles are left untreated. 

^ No one, I think, would assert that bleeding from 
the urethra or lungs was beneficial; why, therefore, 
should such a thing be said of rectal haemorrhage? 

In all cases of piles where there is rectal haemor¬ 
rhage active treatment is called for to arrest the 


tropical climates; they have remained well, except, 
perhaps, for occasional slight attacks of fever, for 
long periods ; then they have developed internal 
piles, and a constant, often slight, loss of blood has 
occurred. This has weakened their health and 
they have had one attack of fever and dysentery on 
the top of another until they have had to be 
invalided home, often physical wrecks. I have 
seen several such cases in which it seemed certain 
that the cause of the breakdown in health was due 
to the constant slight haemorrhage resulting from 
the piles. 

Cases of dangerous haemorrhage from piles are 
very uncommon, and I have personally never met 
with a case in which the bleeding was so severe 
and continuous as to threaten an immediately fatal 
issue, though I have several times seen patients who 
had become so ill from repeated loss of blood that 
their lives were in danger. Cases of dangerous 
haemorrhage from piles do occur, and death from 
this cause has been recorded. 

When the piles are large and prolapse through 
the anus independently of the act of defaecation, 
the delicate mucous membrane easily gets damaged 
by contact with the patient's clothes, and a 
considerable amount of bleeding may occur, not 
only when the bowels act, but at other times. 

Internal piles which cause frequent haemorrhage 
should always be attended to, and should never be 


bleeding. Astringents in the form of ointments, 
suppositories, or injections, combined with regula¬ 
tion of the dietary and keeping the bowels acting 
loosely with the salts of magnesia, will generally 
stop the bleeding in all but the severe cases. In 
the majority of cases, however, the relief is only 
temporary, and the bleeding commences again as 
soon as the treatment is stopped, and often in spite 
of it. We can, as a rule, fairly readily stop the 
bleeding by palliative treatment, but in only a few 
cases can we cure the piles. In most cases opera¬ 
tion is the best treatment, and is sooner or later 
necessary, even though palliative treatment may at 
first be successful. 

Especially is this the case where the piles prolapse 
during defaecation; under such circumstances opera¬ 
tive treatment is almost always indicated. 

I do not propose to discuss the method of 
operating or the choice of operation. The ligature 
operation still remains the safest and most satis¬ 
factory operation for most cases ; and, if properly 
performed, the. results are uniformly satisfactory. 
By careful attention to details, especially careful 
attention to antiseptic technique during and after 
the operation, pain after the operation can be almost 
eliminated. Personally, I find that it is but seldom 
necessary to give morphia after the operation, and 
I never use a morphia suppository. Pain after the 
operation is due to inflammation in the wound, and 
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if this is prevented, as it can be, there is practically 
no pain at all after the operation. 

Before leaving the subject of piles I must 
remind you of the extreme importance of always 
examining the whole accessible portion of the 
bowel, even when definite piles have been dis¬ 
covered, as piles are common complications of 
carcinoma of the bowel, and there are few more 
serious mistakes than to treat a patient for piles 
who is suffering from cancer of the rectum. 

. Another cause of rectal haemorrhage is rectal 
polypus. The form of polypus which causes 
rectal haemorrhage is the so-called mucous polyp. 
Fibrous polypi do not cause bleeding. Mucous 
polypi are most commonly met with in children, 
but they are not uncommon in adults. This form 
of polypus usually has a long pedicle, and is soft. 
It can easily be detected by a finger in the rectum 
as a soft, round object, which moves about easily 
and is difficult to get hold of. The treatment 
consists of stretching the sphincters under an 
anaesthetic, and removing the polypus after firmly 
ligating its pedicle. 

Fissure in ano is another cause of bleeding. 
The bleeding is here accompanied by pain and 
there is seldom more than a drop or two of blood. 
There is seldom any free bleeding from a fissure, 
though a little blood may continue to ooze from 
the anus for some time after the bowels have 
acted, and may stain the patient’s linen. 

Examination of the rectum is always difficult 
in cases of fissure owing to the pain which the 
introduction of anything into the anus causes. It 
is often quite impossible to pass one’s finger into 
the anus until the fissure has been anaesthetised 
with cocaine or orthoform. A little cocaine injected 
beneath the fissure with a fine hypodermic needle 
will, however, enable a proper examination to be 
made without causing pain, and in the case of 
small or recent fissures will enable the base of the 
fissure to be divided or cauterised at the same 
time. A little orthoform powder blown into the 
surface of the fissure after it has been dried with 
cotton wool will also often enable us to make an 
examination without causing pain. 

Many fissures will heal quite satisfactorily if the 
stools are kept loose by a mild aperient and the 
anus is kept scrupulously clean and bathed with 
carbolic lotion. After being bathed, a little bismuth 
and cocaine, or other suitable ointment, should be 


applied to the surface of the fissure. Deep or 
chronic fissures will, however, seldom heal without 
operation. The operation consists in dividing the 
base of the fissure and the underlying fibres of the 
sphincter muscle, taking care not to divide the 
muscle fibres on the slant. 

Any form of ulceration in ttae large intestine will 
sooner or later cause haemorrhage from the rectum. 
As a rule, in addition to the blood there is much 
mucus in the stools. Ulceration of the large 
intestine may occur in a great number of different 
conditions, and up till quite recently but little was 
known as to the pathology of many of th£se con¬ 
ditions. The electric sigmoidoscope has, however, 
enabled us to see the condition of the mucous 
membrane of the rectum and sigmoid flexure in 
patients suffering from ulceration, and our know¬ 
ledge in this respect is now rapidly accumulating. 
Careful examination of cases of so-called ulcerative 
colitis with the sigmoidoscope has shown us that 
in the majority of cases the ulceration is confined 
to the rectum and lower part of the sigmoid 
flexure, and that the mucous membrane in the 
upper part of the sigmoid flexure is normal. This 
is an important fact, as it shows us that ulcerative 
colitis is often a local disease, and therefore more 
amenable to treatment than was previously 
supposed. 

In dysentery and some of the more severe forms 
of ulcerative colitis the ulcers may be very exten¬ 
sive, and the whole thickness of the mucous mem¬ 
brane destroyed. . Apart from dysentery such 
severe forms of ulcerative colitis are uncommon. 

The type of ulcerative colitis that is most 
frequently met with in this country is a chronic 
superficial ulceration in which only the surface- 
layers of the mucous membrane are destroyed. 
On examining such a case with the sigmoidoscope 
it looks as if the surface of the mucous membrane 
had been rubbed off with sand-paper in patches. 
The ulcers are irregular in outline and shallow, with 
slightly raised edges. The base is granular, and 
bleeding occurs readily if the ulcer is touched 
with the end of the instrument As a rule, the 
ulceration is confined to the rectum and the lower 
loop of the sigmoid flexure, and above that the 
mucous membrane is normal in appearance. In 
some cases, however, the upper limits of the 
ulcerated area cannot be seen. The symptoms in 
a case of ulceration of this type are diarrhoea, with 
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the passage of much blood-stained mucus. There 
is often considerable pain, and the patients often 
become very ill and lose weight rapidly. 

This form of ulcerative colitis can easily be 
confused with cancer of the rectum or sigmoid 
flexure, and without'a proper examination with the 
sigmoidoscope it is often quite impossible to dis¬ 
tinguish the one condition from the other. 

Treatment of ulcerative colitis .—The patient 
should be kept in bed if possible, and the bowel 
irrigated twice daily with some bland alkaline 
lotion, such as sodium bicarbonate, 3 drachms to the 
pint, or glycerine thymol ca I do not believe in 
a milk diet for these cases, as it often keeps up the 
condition and makes the patients worse. A solid 
diet, combined with an excess of fat so as to render 
the faeces soft and prevent hard stools, gives much 
better results, and has the additional advantage of 
improving the patient’s general condition. It is 
better, if possible, to avoid aperients. As soon as 
the diarrhoea and tenesmus have stopped an anti¬ 
septic or stimulant injection should be used. Per¬ 
oxide of hydrogen, 5 vols. per cent., or argyrol, 1 per 
cent., are both very good. The bowel should 
always be first irrigated with an alkaline lotion to 
remove the mucus before injecting argyrol or any 
antiseptic lotion. If a silver compound is injected 
straight into the bowel it is prevented from reach¬ 
ing the ulcerated surfaces by the mucus covering 
them, and does no good at all. A mixture, by the 
mouth, containing belladonna and stramonium is 
also useful in preventing spasm and in stopping 
the excessive secretion of mucus. 

Under such treatment the ulceration quickly 
heals up and the bleeding and diarrhoea stop. 
The treatment should, however, be continued for 
some time, as relapses are very common. 

Another form of ulcerative colitis which is some¬ 
times met with is follicular colitis. In this condi¬ 
tion the mucous membrane is injected, and dotted 
about over the surface are small follicular ulcers. 
These are minute, raised, circular ulcers due to 
breaking down solitary follicles. 

This condition until recently was only seen on 
the post-mortem table, but it may now be seen 
with the sigmoidoscope, and is not, I think, so very 
uncommon. It has been seen in children suffer¬ 
ing from diarrhoea. The clinical symptoms do not 
differ much from the other form of ulcerative 
colitis already described. 


In some of the cases of ulcerative colitis in 
which the symptoms are very severe and the patient 
is rapidly going down hill from the continuous 
diarrhoea, and other forms of treatment have 
failed, giving rest to the bowel by performing a 
temporary colotomy above the upper limits of the 
ulcerated area is sometimes necessary. It is very 
necessary, however, to first of all ascertain the 
upper limits of the disease, as it is of no use to per¬ 
form a left inguinal colotomy if the transverse or 
ascending colon are affected. The sigmoidoscope 
is here very useful, as, if the upper limits of the 
disease cannot be seen with it, it is unlikely that a 
left inguinal colotomy will do any good. Csecotomy 
is, unfortunately, not a very satisfactory operation, 
as owing to the liquid nature of the stools the 
wound and skin are kept constantly wet, and the 
skin soon becomes sore and inflamed. Also it is 
almost impossible to keep a patient with a caecotomy 
opening clean. Appendicostomy does not prevent 
faecal material from passing over the ulcerated 
area, and is only useful in allowing of more com¬ 
plete irrigation of the colon. 

Tubercular ulceration of the colon is extremely 
rare as a primary condition; it is generally met with 
as a secondary lesion to tuberculosis elsewhere. 
Thus, in almost all cases of tubercular ulceration 
of the rectum or pelvic colon we are able to find 
evidence of other tubercular lesions either in the 
genito-urinary organs, lungs, or other parts. The 
symptoms are diarrhoea and rectal haemorrhage; 
there is sometimes considerable pain. 

There is usually pus in the stools, and a careful 
search will usually reveal tubercle bacilli. The 
ulcers can be seen with the sigmoidoscope, and if 
low down in the rectum, can be felt. If there is 
extensive ulceration in the rectum tenesmus be¬ 
comes a marked and painful feature of the illness. 
The prognosis in these cases is not good and local 
measures are of little use. 

Tertiary syphilitic ulceration of the rectum is 
not as common a disease as is generally supposed. 
Personally, I have never met with a case, and 
although I have seen a considerable number of 
cases of non-malignant stricture of the rectum 
there was never the slightest reason in any of them 
to attribute the condition to syphilis. 

Ulceration also occurs from Bright’s disease, 
and there may be bleeding from the rectum, but it 
is seldom profuse unless piles are also present. 
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Diabetic ulceration is also another cause of rectal 
haemorrhage which must be remembered. Tuttle 
has observed ulceration of the rectum in cases of 
diabetes. There are several other forms of ulcera¬ 
tion which may cause rectal haemorrhage, but they 
are not commonly met with. Apparently rectal 
haemorrhage may occur in cases of mucous colitis 
apart from ulceration. I say apparently, as since 
we are unable to examine the upper parts of the 
bowel we cannot be certain that there is no ulcera¬ 
tion. I have, however, seen several cases of 
mucous colitis in which there was no evidence of 
ulceration, though considerable quantities of blood 
were present in the stools. In two of these cases 
there was a large amount of intestinal sand present 
in the stools, and it seemed probable that this sand 
caused the bleeding by injury to the mucous mem¬ 
brane in its passage along the bowel. 

The most important cause of rectal haemorrhage 
to diagnose correctly is malignant disease of the 
bowel. The diagnosis is sometimes a very difficult 
matter, as the symptoms are often the same as in 
ulcerative colitis, or may closely simulate piles, or 
both these conditions may be present with cancer 
of the bowel. Also, the history is often very 
puzzling, as there may be a history of symptoms 
extending back over a period which seems to put 
malignant disease out of court. 

I had a patient who had a malignant growth 
high up in the bowel and who had a history of 
diarrhoea alternating with constipation for five 
years ; and I have a patient in the hospital now 
who has a small malignant growth in the sigmoid 
flexure, and who for eighteen months has been 
treated for ulcerative colitis ; and about two years 
ago I operated upon a man for a growth in the 
rectum who had a history of constant diarrhoea for 
over two years. Such cases show that we cannot 
depend upon the history in distinguishing between 
simple and malignant ulceration of the bowel. 
Careful systematic examination of the bowel is the 
only way to arrive at a correct diagnosis in these 
cases, and an examination with the sigmoidoscope 
is in many cases the only way by which we can 
diagnose tumours in the sigmoid flexure. Such 
an examination should always be made in cases of 
rectal haemorrhage in which a satisfactory cause 
for the bleeding cannot be found in the lower 
rectum. Cancer of the sigmoid flexure can be 
quite satisfactorily removed and the bowel function 


entirely restored if the diagnosis is only made early 
enough, and the results of operation for cancer of 
the rectum are almost equally satisfactory if the 
diagnosis is made early. Everything in the treat¬ 
ment of cancer of the bowel depends upon early 
diagnosis, and this is now easy enough if the 
patient is examined directly symptoms arise instead 
of, as too often happens, being treated with drugs 
for months before an examination is made, only to 
find that during this time the growth has become 
inoperable. In most cases of cancer of the bowel 
the bleeding is accompanied by diarrhoea and the 
presence of mucus in the stools. A fact which is, I 
think, but little known, is that definite mucus casts 
may be found in the stools in cases of cancer of 
the bowel. I have had two such cases within the 
last two years. We cannot, therefore, exclude 
the presence of cancer because we find mucus 
casts. 

Among some of the rarer causes of rectal 
haemorrhage may be mentioned multiple polypi of 
the intestine. This is a rare disease, and only a few 
cases have been recorded. Villous papilloma of 
the rectum is another rare cause of haemorrhage. 
It closely resembles villous tumour of the bladder. 
There was a case of this disease in St. Mark’s 
Hospital about a year ago. The growth was a 
very large one, and the haemorrhage which it caused 
was most serious, and ultimately proved fatal. 

Rectal haemorrhage may occur in patients suffer¬ 
ing from haemophilia, but it is not a common 
complication of that disease. 

Curiously enough, rectal haemorrhage is one of 
the symptoms of iodoform poisoning, and I have 
seen one case in which this symptom occurred. 
The bilharzia parasite may get into the rectum, and 
cases of rectal haemorrhage from this cause are not, 
I believe, uncommon in Egypt. 

Finally, I would like to urge the importance of 
a careful and thorough examination of the bowel 
in all cases of rectal haemorrhage. A diagnosis 
should never be made from the symptoms, and we 
should not be satisfied with a diagnosis until we 
have discovered a definite lesion to account for the 
haemorrhage and been able to stop the bleeding 
by appropriate treatment. 

March 25 th, 1907. 
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SOME DIFFICULTIES IN 
GYNECOLOGICAL DIAGNOSIS.* 

By ARTHUR E. GILES, M.D., B.Sc.Lond., 
F.R.C.S.Ed., 

Gynaecologist to the Tottenham Hospital; Surgeon to 
the Chelsea Hospital for Women. 


The causes of difficulty in gynaecological diagnosis 
fall readily into two categories—those that are 
extrinsic or accidental, and those that are intrinsic 
or essential. 

By intrinsic or essential causes of difficulty I 
understand such as are directly associated with, 
and perhaps inseparable from, the disease or dis¬ 
order from which the patient is suffering. All 
other causes are extrinsic or accidental, and they 
are often removable. It will be convenient to 
consider them first. 

(a) Difficulties due to extrinsic causes .—One of 
the most obvious of these is clothing. For the 
purposes of abdominal and bimanual examination 
it is essential that the abdomen be uncovered— 
waistbands of petticoats or drawers, combinations 
that do not open below the waist, and corsets often 
make examination, not only difficult, but impossible. 
Difficulties due to clothing are accentuated by the 
dorsal and lateral positions, and may sometimes be 
largely obviated by using the gynaecological position. 
It is absolutely impossible to make a bimanual 
examination of a patient lying on her side with 
corsets on. The way out of clothing difficulties is 
so simple that it is not worth while handicapping 
oneself by putting up with them. Corsets should 
be removed, waistbands undone, and combinations 
slipped off the shoulders. When a patient is being 
examined in bed it is inconvenient to have a great 
thickness of blankets, counterpane, and eider-down 
over the abdomen; it is advisable to turn every¬ 
thing except the sheet well down out of the way, 

* A Clinical Lecture delivered at the North-East London 
Post-Graduate College, Tottenham. 
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and then fold down the sheet as far as may be 
necessary. 

The next possible cause of difficulty is positioti . 
If a bimanual examination is difficult with the 
patient lying on her side (as is often the case) 
she should be turned on her back, the dorsal 
position being used if she is in bed, and the 
gynaecological position if she is on a couch suitable 
for the purpose. If the examiner is in a cramped 
or uncomfortable position he is submitting to an 
unnecessary difficulty. When inspection or a 
speculum examination is necessary the question of 
position in relation to light may arise ; with the 
patient on her side the attendant may have to get 
his head almost down on the bed in order to see. 
This is an unnecessary difficulty, which can often 
be overcome by placing the patient across the bed 
with her hips at the edge of the bed and her feet 
resting on two chairs. 

Closely allied to the question ot position is that 
of the patient’s conformation. Such deformities as 
spinal curvature, and ankylosis of one or both hip- 
joints, lead to difficulties, which, in many cases, 
cannot be removed, and have to be made the best 
of. Excessive fat sometimes impedes an examina¬ 
tion, especially when there are large deposits in the 
abdomen and in the upper part of the thighs. A 
bimanual examination is necessarily difficult and 
unsatisfactory with a very fat abdomen, and even 
vaginal examination may be difficult: for example, 
in cases where a patient is so fat that she cannot 
flex the thighs properly on the abdomen. 

Rigidity of the abdominal wall may be the result 
of pain, fear, or nervousness ; or it may be due to 
the attendant making an examination with cold 
hands. The last is the attendant’s own fault, since 
hot water is always obtainable. Fear and nervous¬ 
ness can usually be overcome by encouragement, 
conversation, and a gentle manner; pain can be 
minimised by the method of examination, and 
especially by the application of the palmar surface 
of the fingers, and not the finger-tips, to the surface 
of the abdomen. If the skin of the abdomen shows 
pressure-marks of the fingers after an examination, 
the palpation has not been properly applied. When 
the pelvic organs are in an inflammatory condition 
it is almost impossible to obtain relaxation of the 
abdominal muscles except by the use of anaesthesia; 
and if the condition cannot be otherwise cleared up 
.this valuable aid to diagnosis should be resorted to 


without hesitation. Sometimes Ihe patient is so 
nervous that no persuasion or encouragement will 
calm her; that also is a case for anaesthesia. In 
cases of pseudocyesis the rigidity of the abdominal 
muscles produces a swelling simulating a tumour; 
the fact that this swelling is resonant to percussion 
is presumptive evidence as to its muscular origin ; 
anaesthesia will definitely settle the question. 

The difficulties that we have considered so far 
have special reference to the examination of the 
abdomen; we now come to a group affecting the 
vaginal examination more particularly. 

A full bladder makes a vaginal examination diffi¬ 
cult and misleading; it makes it difficult to feel 
the various pelvic organs and to determine their 
exact position, and it conveys an erroneous impres¬ 
sion of the presence of a cystic tumour. When a 
full bladder is suspected, the patient should be 
asked when it was last emptied, and in any case of 
doubt she should be given an opportunity to pass 
water. If the doubt still remains, as it may do in 
cases where there is any obstacle to the free empty¬ 
ing of the bladder, the catheter should be passed. 
As long as the possibility of a full bladder is not 
definitely excluded great caution should be exer¬ 
cised in making, and especially in expressing, a 
diagnosis. A distended bladder may be a great 
wrecker of reputations. 

A loaded rectum is another fertile source of 
difficulty. Some swelling may be felt behind the 
uterus and vagina, and we must beware of 
believing—and especially saying that there is a 
tumour there until a finger has been introduced 
into the rectum. A patient’s confidence in her 
medical attendant is shaken by the extrusion of 
her tumour into the bed-pan. A loaded rectum 
resembles a distended bladder, not only in mis¬ 
leading the examiner, but also in obscuring the 
physical signs; it renders the mapping-out of 
the condition of the ovaries and tubes a very 
difficult matter. Moreover, a rectal examination 
is often very useful in enabling one to palpate the 
posterior surface of the uterus and broad liga¬ 
ments, while it may be the only method of pel\ic 
examination available in some cases, as in virgins, 
and in the presence of atresia of the vaginal 
orifice. Whatever its purpose, a rectal examination 
is rendered null and void when the bowel is 
loaded. This difficulty cannot be remedied on 
the spot like the bladder difficulty; but it can 
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be anticipated by ordering a preliminary enema 
in any case where a diagnosis must be made on 
a single examination. If encountered, a second 
examination becomes necessary, and an enema 
should be ordered before the second examination 
is undertaken. 

A difficulty may occur on the threshold of a 
vaginal examination by the presence of an intact 
hymen. In some cases a rectal examination will 
give all the information that is necessary, but in 
other cases a vaginal examination is essential. It 
is, then, best to give a general anaesthetic, both to 
obviate pain and to save the patient from mental 
distress; but sometimes local anaesthesia induced 
by the application of cocaine will answer the 
purpose. Even when the hymen is not intact an 
examination may be made difficult or impossible 
by vaginismus , or undue sensitiveness of the vaginal 
orifice. Sensitiveness can generally be overcome 
by cocaine; but vaginismus, although sometimes 
of local origin, may have a mental factor, which 
may be fear or nervousness ; and this may be so 
great that it is quite impossible to make a vaginal 
examination without a general anaesthetic. 

Atresia of the hymeneal orifice hardly ranks as 
a difficulty, because when it is present the diag¬ 
nosis follows at once. 

(b) Difficulties due to intrinsic causes. —Some 
of these can be solved by careful and patient 
examination, and by sifting the evidence afforded 
by the history and symptoms ; but there are cases 
in which the diagnosis comes to be a question 
of relative probabilities, or even remains quite 
doubtful, in spite of exhaustive investigation. 

One of the most fruitful sources of doubt and 
difficulty is the element of pregnancy . I have no 
hesitation in saying that mistakes are made more 
often in connection with pregnancy than in any 
other individual condition in gynaecology. We 
are confronted from time to time with such ques¬ 
tions as these : 

Is the patient pregnant or has she a phantom 
tumour? Given a tumour, is it pregnancy, an 
ovarian cyst, or a fibroid? Is pregnancy normal 
or complicated by a tumour? Is pregnancy intra¬ 
uterine or extra-uterine ? When a pregnant patient 
has haemorrhage, have we to do with a threatened 
abortion, a cervical polypus, carcinoma of the 
cervix, tubal rupture, or a hydatidiform mole? Is 
menorrhagia the result of retained products of 


conception or of other causes, such as a poly¬ 
pus? 

Important medico-legal issues may depend on 
the answers to some of these questions, and 
momentous decisions as to treatment, especially 
operative, on others. 

An initial difficulty is introduced by the fact 
that the statements of patients cannot always be 
depended upon ; some have important reasons for 
concealing or denying pregnancy; others have 
equally important reasons for pretending that they 
are pregnant. Here are a few general rules, the 
observance of which may help to avoid mistakes : 

Take nothing for granted, but accept patients’ 
statements with mental reservations. 

Never assume that a patient cannot be pregnant 
unless you have yourself taken away her uterus 
and ovaries; and even then you had better examine 
to make sure. 

Do not regard a history of amenorrhcea as neces¬ 
sary to the diagnosis of pregnancy. 

Do not regard amenorrhcea as a proof of preg¬ 
nancy. 

Do not assume that the regular occurrence of 
menstruation contra-indicates pregnancy. 

When in doubt, examine the patient under 
anasthesia. 

If still in doubt, and symptoms are not urgent, 
wait as long as may be necessary; you cannot 
have to wait longer than nine months at the most. 

I have given the reason for the first rule, namely 
the prevalence of “ terminological inexactitude.” 
With regard to the second rule, patients who have 
been operated upon very often have very hazy 
notions as to the extent, and even the nature, of 
the operation ; and even after the actual removal 
of organs pregnancy has been known to occur; 
for example, cases are on record of uterine preg¬ 
nancy, not only after division of the tubes, but 
even after apparent removal of the ovaries; and at 
least in one case conception occurred through the 
stump of the cervix after supravaginal hysterectomy. 

With regard to amenorrhcea, in the first place 
patients may be untruthful; in the second place, 
they may be mistaken; in the third place, they 
may be correct, but amenorrhoea may occur with¬ 
out pregnancy, and pregnancy without amenorrhcea. 

For the absolutely safe diagnosis of pregnancy 
we must have a steadily enlarging tumour formed 
by the uterus, in which, sooner or later, foetal heart- 


Digitized by 


Google 



388 ThejClinical Journal.] 


DR. GILES. 


[April 3,1907. 


sounds are heard and foetal movements felt. The 
uterine souffle is not conclusive, as it may occur 
with fibroids. Palpation of the foetal limbs is not 
conclusive, because multiple fibroids may mimic 
them. The presence of secretion in the breasts 
is not pathognomonic, as it may be due to a 
previous pregnancy, and it is found exceptionally 
in virgins, and even in the male breast. Morning 
sickness may be present without pregnancy, and 
absent when the patient is pregnant. A mammary 
areola in a patient who has not previously borne 
children is, perhaps, one of the most conclusive of 
the circumstantial signs of pregnancy. Naturally, 
when several, or all, of these signs^and symptoms 
are present in a patient with a history of amenor- 
rhoea, a very strong prima facie case is made out 
for the diagnosis of pregnancy, but the best guide 
of all is the practised bimanual palpation of the 
pregnant uterus, and to obtain this experience it is 
advisable that no opportunity should be lost of 
examining cases of pregnancy at every stage, from 
the first few weeks to full term. 

We may now return to the questions which I 
enumerated as confronting us from time to time. 
The question of pregnancy versus phantom tumour 
is solved at once by ansesthesia, so we need not 
dwell on it. 

The diagnosis of ovarian tumour is relatively 
easy as long as the uterus can be made out 
separate from the tumour, and this is generally 
the case when the tumour is not very large. When 
the tumour fills up the abdomen and occupies a 
median position we must rely, to some extent, on 
the symptoms and on the condition of the cervix 
and breasts; a marked fluid thrill is in favour of 
ovarian cyst^if we can elicit ballottement, preg¬ 
nancy is probable. 

The principal difficulty in the diagnosis between 
pregnancy and fibroid lies in the fact that the uterus 
is the organ affected in both. When a fibroid is 
multiple, or causes much distorted of the uterus, 
the case is simplified, but it. mg,v v lead to a quite 
smooth and .uniform enlargement ‘of*'the uterus, 
and, if it be of a soft variety, the resemblance to 
a pregnant uterus may deceive the very elect. But 
we may note that a fibroid with these characteristics 
is usually intra-uterine, and so leads to abundant 
haemorrhage, of which we shall have some evidence 
in the anaemia and blanching of the patient. 
Further, breast signs are absent with fibroids, but, 


on the other hand, they may not be markedly 
present in early pregnancy. There are cases in 
which we may have to invoke the aid of time in 
order to make a positive diagnosis, and this course 
is nearly always open to us. 

It is often a difficult matter to determine whether 
pregnancy is complicated by the presence of a 
tumour. In the case of an ovarian tumour or an 
outlying fibroid the point can usually be settled 
by careful palpation, with the assistance of anaes¬ 
thesia, if necessary; but in the case of a fibroid 
leading to general enlargement, we must defend 
on the history and symptoms, at any rate in the 
early months. When a uterus containing a fibroid 
becomes pregnant, amenorrhoea commonly super¬ 
venes, and this is an important help to diagnosis ; 
but if the fibroid is polypoid and lies low in the 
uterus, bleeding may go on unaltered, and only 
the rapid enlargement of the uterus will tell us 
what has happened. This help is denied us if the 
foetus dies; the haemorrhage due to threatened 
abortion may be merged in the haemorrhage from 
the fibroid, and the expulsion of the ovum may be 
the first indication that pregnancy had occurred. 

The diagnosis between intra-uterine and extra- 
uterine pregnancy presents little difficulty in the 
early stages; we have then rather to distinguish 
between extra-uterine pregnancy and tubal or 
ovarian conditions, as we shall see presently. Bur 
at, or near, full term, we may be called upon to 
decide whether pregnancy is intra- or extra-uterine. 
This is sometimes easy, because we may be able to 
feel the uterus separate from the gestation sac : or 
the foetal parts may be abnormally distinct on 
abdominal palpation ; or the front of the abdomen 
may be resonant. But these features may be 
absent. The question is readily settled, however, 
with the onset of labour, or spurious labour, as the 
case may be; in the one case the head or other 
part of the foetus is felt through the internal os, in 
the other case we find that the uterus is empty. 

The diagnosis of the cause of haemorrhage during 
pregnancy does not present sufficient difficulty to 
detain us. A cervical polypus or carcinoma is 
readily detected ; a ruptured tubal pregnancy pre¬ 
sents characteristic features, and a hydatidifonn 
mole is indicated by the peculiar follicles dis¬ 
charged. 

The diagnosis between retained products of 
conception and polypus is easily made by the help 
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of the curette and the microscope. I have dwelt 
at some length on the question of pregnancy, 
because of its great importance, and shall now 
rapidly review some other conditions where diffi- I 
culties arise. | 

When a patient suffers from a yellow discharge 
we may be required to say whether it is of gonor¬ 
rheal origin or not. This is often a very difficult 
matter. If we are compelled to depend on clinical 
signs alone there are three tests that we shall find 
useful: infection of the urethra, infection of the 
Bartholinian ducts, and the fact that the patient’s 
consort has a urethritis that does not pass off 
within a day or two. When these conditions are 
present gonorrhoea can be diagnosed with reason¬ 
able certainty; in their absence we must regard 
the vaginitis as non-gonorrhoeal. We have, how¬ 
ever, another test which is conclusive when it is 
positive—namely, the bacteriological: if the gono¬ 
coccus be present in the discharge the diagnosis is 
certain. The converse is not equally true : if the 
gonococcus be not found the case must be regarded 
as “not proven,” although the patient may be 
given the benefit of the doubt. 

Another condition that leads to difficulties is 
carcinoma of the uterus. In the case of the 
cervix the difficulty only arises in the early stages, 
when we have to decide between carcinoma and 
“ erosion.” Speaking generally, carcinoma feels | 
hard and friable to the examining finger, while 
“ erosion ” is softer and more tough. Carcinoma 
bleeds more readily when touched, but sometimes 
an erosion bleeds easily. We must be careful not 
to confound the “ shotty ” feeling produced by 
Nabothian follicles with the hardness of carcinoma. 
In the early stages we derive no assistance from 
the classical symptoms of carcinoma, viz. floodings, 
offensive discharge and wasting, because these are 
rather characteristic of the later stages of the 
disease. Fortunately, we have a reliable test—the 
microscope; in case of doubt, when the likelihood 
is in favour of carcinoma, a piece of the cervix 
should be excised for histological examination. If 
the doubt is in favour of “ erosion ” the usual 
treatment for this condition can be tried for a ; 
week or two and the effect watched. 

Carcinoma of the body of the uterus cannot be 
discovered by ordinary digital examination. It j 
may be surmised when irregular haemorrhage : 
comes on in an elderly spinster or nullipara; but 


a diagnosis must not be made by surmise. In a 
case of this kind the cervical canal should be 
dilated and the uterine cavity explored, and any 
suspicious material found inside should be removed 
by curetting, and submitted to the histological 
test. 

The diagnosis of swellings in the pelvis other 
than the uterus is often a fairly simple matter, but 
there are cases that present the utmost difficulty. 
The conditions between which we may have to 
differentiate are : 

Ovarian tumours and cysts. 

Extra-uterine pregnancy. 

Inflammatory disease of the appendages. 

Pedunculated or outlying fibroids. 

Pelvic abscess. * 

Appendicitis, especially appendix abscess. 

I will briefly run through the points of similarity 
between these conditions, and then consider the 
characteristics that will help us to differentiate 
between them. 

All these conditions may be represented by a 
firm swelling, situated laterally or partly behind 
and partly on one side of the uterus ; in all of them 
the swelling may appear to be fixed, and it may be 
of varying size—from that of a Tangerine orange to 
that of a foetal head. In all of them the uterus 
will probably appear to be separate from the swell¬ 
ing. With all of them the temperature may be 
either normal or raised. As regards symptoms, 
one-sided pain may be present with all of them, 
and the menstrual function may be unaltered. 

Now as to the points of differentiation : 

Symptoms .—With a history of recent amenor- 
rhcea followed by slight irregular haemorrhage, it is 
probably extra-uterine pregnancy; but the possi¬ 
bility of early intra-uterine pregnancy in combina¬ 
tion with one of the other conditions must be 
borne in mind. A history of menorrhagia indi¬ 
cates that the swelling is probably either a fibroid 
or inflammatory disease of the appendages. 

Absence of pain points to ovarian or broad-liga¬ 
ment cyst, or fibroid; but the presence of pain 
does not exclude these, as an ovarian cyst may 
have a twisted pedicle, and a fibroid may be the 
seat of inflammatory changes. 

A history of an acute onset points to appendix 
abscess, pelvic abscess, extra-uterine pregnancy 
(ruptured), or an ovarian (more rarely fibroid) 
tumour with twisted pedicle. 
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Acute onset with sickness generally means 
appendicitis, but sickness may be present with 
extra-uterine pregnancy, or with a twisted pedicle. 

Signs .—A normal temperature points to ovarian 
or fibroid tumour, or extra-uterine pregnancy ; a 
raised temperature points to one of the three 
inflammatory conditions; but the converse may 
obtain. 

Marked abdominal tenderness usually points to 
appendicitis or pelvic abscess. 

Mobility of the swelling points pretty clearly to 
ovarian or fibroid tumour ; but a parovarian cyst, 
or a fibroid in the broad ligament, will be fixed. 

Marked hardness of the swelling probably means 
fibroid; but a cyst with a twisted pedicle or a 
pelvic abscess may also produce a feeling of 
hardness. 

A smooth, rounded outline points to fibroid or 
ovarian cyst; but a tubal pregnancy may produce 
a similar feeling. 

A swelling limited to the left side excludes 
appendicitis; a definite space between the uterus 
and a right-side swelling makes appendicitis pro¬ 
bable (given other symptoms and signs of appendi¬ 
citis). 

It will thus be seen that the diagnosis of lateral 
swellings in the pelvis often depends on the 
grouping of symptoms and signs ; and sometimes 
the diagnosis resolves itself into a consideration as 
to which condition best (its in with a certain group 
of symptoms and signs. 

It is a useful exercise in diagnosis to draw up 
different combinations of symptoms and signs and 
consider which is the most likely diagnosis in 
each case. 

The difficulties in gynaecological diagnosis may 
be summarised in the following stages : 

(1) It is difficult to examine the patient. 

(2) It is easy to examine, but difficult to make 
out what is present. 

(3) It is easy to make out what is present, but 
difficult to interpret its significance. 

(4) It appears easy to interpret the significance 
of the condition, but the interpretation may be 
wrong. 

In conclusion, let me emphasise the fact that 
diagnosis may often be enormously facilitated by 
the use of anaesthesia in making the examination. 
Wilh this assistance, with the aid of the microscope 
in certain cases, and the help of time in others, and 
by patient inquiry into symptoms, we shall find 
that there will be only few cases in which we are 
finally baffled in the diagnosis of gynaecological 
conditions. 

April 1st, 1907. 
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Gentlemen, —The subject of my lecture to-day is 
empyema in children, and I think you will agree 
that it is one of the most important, as well as one 
of the most difficult diseases to diagnose that is 
met with in early life. 

Etiology .—Empyema occurs at all ages from 
soon after birth to adult life. In the newly-born 
• it may arise from sepsis in the umbilical cord. A 
1 little later it accompanies or follows in the course 
1 of a pneumonia, generally of the lobar type, and it 
is especially met with in those cases where there 
has been a concomitant pleurisy. During the first 
five or six years of life by far the greater number 
t of cases arise in this way. From the seventh 
year onwards tuberculosis plays an important 
part in the causation. Tubercle gives rise to 
empyema either by means of a pleurisy, originating 
an effusion, which occasionally is sero-fibrinous at 
first and becomes purulent, or is purulent from the 
beginning, or else by the rupture into the pleura of 
1 a tubercular cavity or abscess. Empyema may 
also be a complication of one of the specific fevers, 

| such as scarlet fever; it may result from the exten- 
| sion of a suppurative focus in the chest or abdo- 
\ men, or be a manifestation of general pyaemia ; and 
lastly, it may be due to a wound or abscess in the 
thoracic wall, or to necrosis of a rib. 

Morbid lesions. — The fluid of an empyema 
consists of serum, fibrin, and pus-cells. When left 
to stand it separates out into a greenish-yellow 
serum above and thick, curdy pus below. The 
effusion associated with pneumonia is usually thick 
1 and creamy, and contains masses of fibrin floating 
in it and covering the surfaces of the pleura. What 
odour there is has a sweetish character. Strepto¬ 
coccal and staphylococcal empyemata, on the 
other hand, are often thinner and less fibrinous, 

I and if they are connected with abscess or gangrene 
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of the lung their odour is characteristically offensive 
and nauseating. It is important to bear in mind 
that the fluid may be free in the pleural cavity or 
shut off by adhesions. Sacculated empyemata 
occur anywhere over the surface of the lung, 
perhaps most often posteriorly, or between the 
lobes of the lung, or between the under surface of 
the lower lobe and the diaphragm. Adhesions 
are more liable to be formed in cases of pneumonia, 
where a pleurisy has occurred previously to the 
onset of empyema, and after one or more pleurisies 
of tubercular origin than in the case of pyogenic 
infections, as they are usually called. Sacculated 
collections of pus are especially difficult to diagnose, 
and frequently are discovered only at the post¬ 
mortem. 

The presence of pus within the pleura causes 
compression of the lung, the extent of the com¬ 
pression varying according to the size of the 
effusion, and in this connection you must note 
that the fluid is not all at the base of the pleural 
cavity, but extends over the lateral surfaces of the 
lung, and thus causes a more or less general 
pressure. When the empyema is of a moderate 
size—say one to two pints—and is evacuated early, 
the lung tends to rapidly expand again, especially 
during the act of coughing. Recovery is then 
complete with the exception of the inevitable for¬ 
mation of adhesions. If left untreated four or 
even five pints of pus may accummulate in a child’s 
chest. In such cases re-expansion of the lung may 
be rendered impossible from adhesions between 
the visceral and parietal layers of the pleura, and 
from a chronic inflammatory process in the lung 
itself, leading to fibrosis. In consequence the 
chest wall falls in, causing considerable deformity, 
or it may be necessary to perform an Estlanders 
operation for the removal of portions .of several 
ribs. 

Pus in the pleura, as in every other situation, tends 
to make its way to the surface by the path of least 
resistance. Hence we sometimes see an empyema 
“ pointing ” externally. This usually occurs either 
about the fifth interspace in front, where the 
external intercostal muscle terminates in the 
anterior intercostal membrane, or behind in the | 
region of the posterior intercostal membrane. To 
this the term empyema necessitatis is applied, and 
it is extraordinary how rapidly such a condition 
may sometimes arise. Not long ago I saw a child, 


not particularly ill, who had signs of bronchitis in 
her chest. When I saw her again three days later 
there was a large fluctuating swelling, covered by 
reddened skin, on the front of the chest over the 
fifth interspace on the left side, and dulness and 
diminished breathing at the base of the lung. 
Immediate operation disclosed a moderate-sized 
empyema, of which there were no signs at the first 
visit. Another course that empyema may take is 
into the air-passages by perforation of the lung. 
The pus finds its way into one of the bronchi, and 
| though there is a danger, if this occurs suddenly, 
of death by suffocation, in the majority of cases 
the escape is gradual, and the empyema is coughed 
up with favourable results. In other cases per¬ 
foration of the oesophagus, diaphragm, or stomach 
may take place, or the pus may track down the 
spine, and present in the groin like a psoas abscess, 
but such results are of rare occurrence. 

The pleura in relation to an empyema is con¬ 
siderably thickened, and in recent cases is covered 
with a shaggy layer of fibrin and pus, which has a 
greyish-white appearance, and may be easily 
stripped off. In small sacculated collections of 
pus the fluid may be absorbed spontaneously, 
leaving inspissated pus in which lime salts are 
deposited. 

Symptoms and signs .—In cases where empyema 
begins abruptly there is a sudden rise of tempera¬ 
ture to 103° or 104° F., the respiration is embar¬ 
rassed, and the general aspect of the case resembles 
that of pneumonia. In three or four days the 
affected side may become full of pus. More com¬ 
monly the condition comes on insidiously, as I have 
said, in the course of some other disease. After 
a drop in the temperature and, perhaps, a general 
amelioration of the symptoms, the temperature 
may suddenly rise again, though more frequently 
it does so gradually and in a remittent manner. 
The breathing becomes rapid, and accompanied 
by the expiratory grunt which is so characteristic 
of pulmonary affections; there is a short, in¬ 
effectual cough, the alae nasi move with respiration, 
and the pulse is increased in frequency. As a 
rule the patient prefers to lie on the affected side, 
so as to make the most use of the respiratory 
capacity of the other lung. When the empyema 
is of some standing the child is more or less 
wasted and debilitated, and presents a peculiar 
I dirty-yellow pallor, which is found in cases of pro- 
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longed suppuration generally, but is, I think, 
specially marked in empyema of long duration. 
In chronic cases the respiratory distress may not 
be marked, though a short cough is usually 
present, and the temperature is not so high. It is 
rarely above 102° or 103° F.; often not as high, 
while it is not uncommon to find it normal. The 
fingers and toes may be clubbed, and it should be 
remembered that this condition does not take so 
long to develop as is often supposed. The spine 
may have a lateral curvature, the pulse-rate is 
quickened, and the appetite is capricious. 

As regards the physical signs to be elicited in 
the chest, empyema is said to occur rather more 
frequently on the left side than on the right, and 
in young children it is not uncommon to find both 
sides affected. When pus is present in the pleura 
we find that there is diminished movement on the 
affected side, with, at times, bulging of the inter¬ 
costal spaces and oedema of the chest-wall. Occa¬ 
sionally the pleural effusion may be felt to pulsate. 
The phenomenon occurs nearly always on the left 
side, and in connection with pus, but not neces¬ 
sarily so; in a few instances the pulsations are 
found with a serous effusion. Several theories 
have been propounded in explanation of these 
pulsating empyemata. Traube thought that they 
were associated with an accompanying pericardial 
effusion; Comby that the lung, completely col¬ 
lapsed against the pericardium, transmitted the 
heart-beats to the pleural fluid. Lately Calvert 
has suggested that the pulsations come, not from 
the heart, but from the aorta, against which the 
lung is compressed. This would account for the 
marked frequency of its occurrence on the left side. 
In cases of large effusion the increased pleural 
content may cause the measurement of the affected 
side to be greater than that of the other. On per¬ 
cussion there is a high-pitched, flat note, or dulness, 
over the area of effusion, the difference in reso¬ 
nance being often as well, if not better, appreciated 
by the finger as the ear. The lung being anchored 
by its root, its lower axillary border in the presence 
of fluid becomes higher than either the anterior or 
the posterior, and consequently the line of fluid- 
dulness is found to be highest in the axilla, whence 
it curves downwards in both the anterior and 
posterior directions. While on the subject of per¬ 
cussion I should like to emphasise two points; 
first, the necessity for only the very lightest per¬ 


cussion with only one finger and hardly any move¬ 
ment of the wrist, especially in the case of young 
children, and secondly, the value of direct percus¬ 
sion, again with only one finger, over the ribs at 
the back of the* thorax. Such a detail as the 
necessity for rapidly comparing the two sides of 
the chest or different areas of the same lung, and 
not dwelling long on any one spot when percussing, 

I need hardly insist upon; still, it is important, 
and I wish to lay stress on the fact that slight 
differences in resonance can be more easily brought 
out and distinguished by light, rapid percussion 
than by slow and heavy-handed means. If the chest 
is only partially filled with fluid there may be a 
tympanitic or boxy note (Skodaic resonance) above 
the area of dulness. This, however, is not often 
found in young subjects. 

On auscultation we do not find in children, as a 
rule, the same definite features as occur in adults. 
The absence or marked diminution in breath- and 
voice-sounds over the effusion with tubular breath¬ 
ing and segophony at its upper limit, are not 
commonly met with. In their place there is 
generally, over the fluid, harsh or tubular breathing 
with bronchophony, sometimes sounding distant to 
the ear, but at others indistinguishable from the 
signs of pneumonic consolidation. Absence or 
diminution in the intensity of rales as compared 
with other parts of the lung, however, point to the 
existence of fluid, as also does the absence of 
pleural friction. 

The value of vocal fremitus in children is exceed¬ 
ingly little. It is difficult to get them to speak or cry 
repeatedly with the same intensity, and, moreover, 
their chests are so resilient that hardly any differ¬ 
ence in the vibration on the two sides can be made 
out. A much more important sign in the diagnosis of 
empyema, and perhaps the most important, is dis¬ 
placement of the heart, especially in cases of left¬ 
sided effusion. The apex-beat may then be seen 
or felt in the epigastrium, or even to the right of 
the sternum. In any case where actual displace¬ 
ment of the apex-beat, especially to the right, is 
noticed to occur you will almost certainly find fluid 
in the pleura. In making this statement I exclude, 
of course, the possibility of the heart being drawn 
over to one side by old-standing disease of the 
lung, of the displacement of the apex by a new 
growth, or of enlargement of the heart itself and 
such-like conditions. 
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Given an effusion in a child’s chest it is almost 
certain to be purulent if the child is under the age 
of three, and between the third and seventh years 
it is more often purulent than serous. Especially 
in the case of young children, therefore, it is 
expedient, when the presence of fluid is suspected, 
that the chest should be explored—of course, with 
every antiseptic precaution. But here I must 
interpolate a note of warning. Do not imagine 
that the introduction of an exploring needle can 
be carried out without risk. The little operation 
is of necessity frequently performed, and in the 
case of adults and older children, as a rule, without 
any other consequence to the patient than the 
local discomfort, but when we have to deal with 
babies there is a real danger, and even with adults 
grave results have been known to follow. Several 
deaths have been recorded in recent years as the 
result of exploring an infant’s chest. The calamity 
unfortunately has occurred to myself, though not 
in this hospital, and if it has happened to me why 
should it not happen to one of you ? The case in 
question was that of a child, set. 1 year, who was 
admitted on February 24th, 1906, for cough and 
shortness of breath, and with a temperature of 
102*6° F. There was a good deal of retraction 
of the chest on inspiration, and the left side moved 
less than the right. At the left base there was a 
deficient note as high as the spine of the scapula; 
elsewhere the note was good. Over the impaired 
resonance there was tubular breathing with a few 
rales and rhonchi. The heart was dilated but not 
displaced. On the 28th the breathing at the left 
base was distant and tubular in character, and the 
temperature had kept for the most part between 
102° and io 4°F. The diagnosis was pneumonia, 
and on March 2nd, the seventh day after admission, 
the crisis occurred and the pulse and respiration fell. 
The temperature, however, again rose to between 
102° and io 4°F., and the pulse and respiration were 
augmented. The child’s condition was unsatis¬ 
factory, and as the distant tubular breathing con¬ 
tinued I determined to explore at the left base. A 
needle was inserted between the seventh and 
eighth ribs, where the note appeared dullest, but 
no pus was found. Immediately on withdrawing the 
needle the child became a very bad colour, assumed 
a position of opisthotonos and died almost at once, 
artificial respiration and stimulation being of no 
avail. From the recorded cases it appears that this 


accident is not so likely to happen when an empyema 
is tapped as when a mistake in diagnosis is made, 
and the needle is inserted into a solid lung. 
Death appears to be due either to suffocation from 
haemorrhage after the puncture of a vessel, or to 
stimulation of some of the terminals of the vagus 
and consequent inhibition of the heart. In my case 
the latter seems to have been the cause of death; 
there was no bleeding locally or from the mouth, 
and the child died as soon as the needle was with¬ 
drawn. I now believe that there was no empyema 
in the case I have mentioned, but, unfortunately, 

I I could not obtain a post-mortem examination, so 
that the actual condition of the thoracic contents 
could not be determined. Exploration of a baby’s 
chest, therefore, should not be lightly undertaken. 
The presence of fluid should be reasonably expected, 
and it should be made a rule to administer a dose 
j of brandy before proceeding to operation. We 
1 have, unfortunately, no certain means of differen- 
I tiating between a purulent and a serous effusion 
in a child—in acute cases at all events; in chronic 
| conditions it is true that the course of the disease 
and the patient’s general appearance and condition 
; may lead us to the diagnosis of empyema, but in 
cases of rapid onset exploratory puncture is the 
j only means of differentiation. The absence of whis- 
I pering pectoriloquy over an empyema (Baccelli’s 
I sign) is of no value in childhood. 

I Diagnosis .—Thus far I have dealt with the signs 

i that are chiefly indicative of empyema in children, 
j and of these impaired resonance, deficient breath- 
| sounds, and displacement of the heart are most to 
: be relied upon. And now let me turn for a little 
while to some of the difficulties in diagnosis. 

I Since a child’s chest is so resonant and mobile, 

| it is sometimes impossible in small or moderate- 
; sized empyemata to determine with certainty any 
deficiency in movement or percussion note. The 
1 breathing may not be appreciably altered, or it 
may be loud and tubular, and sound immediately 
under the stethoscope. The voice signs, whether 
by palpation or auscultation, are unreliable, and if 
the effusion be on the right side it may not be 
sufficient to cause displacement of the heart. 
Empyema, especially when it follows in the course 
of some pulmonary disease, may thus arise and 
give no indication, or but very little, of its presence. 
It is frequently confounded with an unresolved 
| pneumonia. Let me quote a case in point, as this 
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is one of the mistakes that is most liable to be made. 

I had recently under my care a child, aet. io 
months, who was taken ill on October 28th last with 
feverishness, cough, shortness of breath, and vomit¬ 
ing. When first seen, on October 31st, the left side 
of the chest moved less than the right, and there 
were tubular breathing and crepitations over the 
left lower lobe at the back. The temperature was 
io 2‘6°F., and the pulse was rapid and feeble. On | 
November 2nd there were, in addition, a few moist 
sounds at the right base. By the 7th the tubular 
breathing had extended into the left axilla, and 
numerous rales and crepitations were heard all 
over the left lung posteriorly. Three days later 
the consolidation had spread to the left apex; 
both bases yielded moist r&les, but no obvious dul- 
ness. The temperature during this time varied 
between ioo°and io 4°F. It was noticed, however, 
that the child seemed more comfortable when 
lying on his right side, and that, mark you, in spite 
of the fact that nearly the whole of the left lung 
presented signs of consolidation. The possibility 
of empyema was discussed, but in consideration of 
the patient’s critical condition, the absence of dul- 
ness and displacement of the heart, and the 
presence of numerous loud, moist sounds at both 
bases, I decided that exploration was not justified, 
especially as the temperature had been dropping 
for the previous twenty-four hours. The child 
died on the following day, and at the necropsy a 
large empyema was found in the right pleura and a 
small one in the left. The left lung was solid with 
pneumonia, which was becoming fibroid, and the 
right showed extensive congestion. You will thus 
see that the case presented no very obvious signs 
of empyema on either side. The key to the case 
seems to have been the preference of the patient 
to lie on the right side, although the left lung 
was solid, and in the absence of other signs 
sufficient importance was not attached to this one 
point. I cannot help feeling, however, that even 
if the empyema on the right side had been found 
that on the left would have gone undetected. 

A large pericardial effusion or abscess of the 
lung may be mistaken for an empyema, and, again, 
breaking-down glands in the mediastinum may 
resemble a sacculated collection of pus in the 
pleura. The constitutional signs also may be 
such as to cause a diagnosis of typhoid fever or 
meningitis. I remember one case of a child, aet. 


1 year 8 months, under I)r. J. C. Briscoe, my 
colleague at the Evelina Hospital, who had retrac¬ 
tion of the head, muscular rigidity in the limbs, 
sunken abdomen, a high pitched cry, and frequent 
vomiting. There were signs of pneumonia in both 
lungs, but during a ten days’ stay in hospital the 
temperature was only three times above 99°, 
and the highest was only ioo 8°F. Yet that child 
had a large empyema, and no meningitis as had 
been supposed. You will thus see that the dia¬ 
gnosis of empyema in children frequently rests 
upon very slender grounds, and its recognition 
demands the greatest circumspection. I have 
warned you against unnecessarily puncturing the 
chest, but the fact remains that in many instances 
this is the only certain means we have of deter¬ 
mining the presence of pus. 

The difficulties of diagnosis in empyema cases 
are not always at an end even when pus has been 
| found and evacuated. The following case will 
| illustrate what I mean. A child, aet. 1 year 
j 8 months, was admitted under my care on Septem- 
j ber 24th, with a history of having had measles and 
' bronchitis nine months previously. An uncle and 
I an aunt on the mother’s side were said to have 
I died from consumption, but otherwise the family 
history was good. The patient had been ill for 
one month with continual, dry, hacking cough, 
sweating, feverishness, and shortness of breath. 
The right side moved less than the left, the 
percussion note over it was absolutely dull and 
the breath-sounds were absent. Pus was found 
| and a portion of the eighth rib was resected, which 
gave vent to 5 oz. cf thick, creamy pus, and a 
drainage tube was inserted. The pus yielded a 
pure culture of the Staphylococcus aureus. For 
three days the child did well, a copious discharge 
coming from the wound, but on the fourth day 
the temperature shot up to io 3°F. and maintained 
a daily rise. On October 10th a small superficial 
abscess was opened in front of the right ear. The 
temperature continued irregular, rising as high as 
io5°F., and on the 14th the wound was explored 
under an anaesthetic and the opening made more 
free, but no collection of pus was discovered. The 
discharge was diminishing and on the 19th had 
ceased altogether, though the note below the angle 
of the scapula continued very dull. The tempera¬ 
ture continued to rise every two or three da>s, and 
I sometimes daily, to 102° or io4°F. for the next 
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three weeks. The excursions occurred as often in 
the morning as at night; with each rise there was 
a good deal of malaise and constitutional distur¬ 
bance, which quickly passed off when the tempera¬ 
ture fell. Distant tubular breathing and crepitations 
were heard in the right axilla and external to the 
right nipple, and in this region there was slight 
opacity to the X rays. The spleen was also 
noticed to be enlarged and the liver edge to be 
lower than normal, but there were no physical 
signs in the other lung. The leucocytes also rose 
from 22,000 to 38,000 per c.mm., but no culture 
was obtained from the blood. Exploration of the 
chest, however, on two further occasions revealed 
no pus. After the last needling on November 10th 
the temperature fell to normal, and the physical 
signs gradually improved, the child making a good 
recovery. Now, to what cause were these rises 
of temperature during several weeks to be attri¬ 
buted ? There was no evidence of tuberculosis, and 
during the whole of the time the child did not lose 
weight—in fact she gained several pounds. It is 
possible that there was a small localised collection 
of pus somewhere which we failed to find. From 
this periodic absorption of toxins may have taken 
place causing the rises of temperature and the 
constitutional disturbance, and in the end the pus 
may have become inspissated and calcareous, and 
thus have allowed the case to terminate favourably. 
Such a case as this is interesting as showing the 
difficulties that may be encountered after the dis¬ 
covery of an empyema. 

Treatment .—The question of treatment I shall 
only very briefly allude to to-day. When once 
pus has proved to be present in the pleura it must 
be evacuated without delay. In young children I 
favour the resection of part of a rib in such a 
position as will ensure the most efficient drainage. 
Simple incision may prove sufficient in certain 
cases of older children, but in infants the ribs are 
so close together that a proper outlet for the pus is 
difficult to secure by this means, and a drainage- 
tube inserted through an intercostal space is apt 
to be nipped by the adjacent bones or pushed out 
of position, and so prove of little avail. After the 
escape of the pus it is important to favour the re¬ 
expansion of the lung by every possible means, and 
for this purpose it is advisable to allow the child 
to be up and walking about as soon as the circum¬ 
stances will allow. Irrigation of the pleura I do 
not recommend, as it is liable, at times, to be 
followed by collapse and death, but if suppuration 
is prolonged immersion in a boracic bath often 
proves very beneficial. 

April 1 si, 1907. 


ON SOME 

AFFECTIONS OF THE PANCREAS. 

A discussion* by Dr. Sidney Phillips, Mr. Mayo 
Robson, and Dr. P. J. Cammidge. 


Dr. Sidney Phillips drew attention to the in¬ 
creasing number of deaths certified from cancer of 
the pancreas since more notice had been taken of 
1 the frequency of pancreatic disease, the accompany¬ 
ing fall in the number of deaths registered from 
cancer of liver indicating that many cases of cancer 
of pancreas had been regarded as cancer of liver. 

! Although it was said biliary calculi did not pre¬ 
dispose to cancer of pancreas, Dr. Phillips’ cases 
seemed to show this was not so—an additional 
reason for operative removal of gall-stones. Cancer 
of pancreas mainly showed itself by pressure 
symptoms, the chief of which was jaundice ; ascites 
rarely resulted from uncomplicated cancer of the 
pancreas; the observations of Robson and others 
indicated the importance of the presence of fat 
and undigested muscular fibre in the faeces, 
j Chronic interstitial pancreatitis involving the head 
I of the gland produced almost similar symptoms to 
! the malignant disease; the presence of jaundice 
without ascites served to distinguish pancreatic 
| disease from cancer of the liver, though secondary 
j nodules usually developed in the liver before the 
close of the case. Cancer of the biliary canals 
most closely simulated pancreatic disease. The 
diagnosis between simple and malignant disease of 
the head of the pancreas was so difficult that, even 
after handling the gland, the operator was frequently 
[ unable to decide the question. Enlargement of 
the cervical glands was one important point of 
distinction when present; obstruction of the bile- 
duct became more rapidly complete in malignant 
disease; glycosuria was rarer in the malignant 
disease. He thought the “ salol test ” quite value- 
I less in the diagnosis of pancreatic disease. Dr. 

' Phillips supported the view that catarrhal jaundice 
| was more often due to inflammatory swelling of 
the head of the pancreas than the commonly 
j received view that it originated in duodenal catarrh, 

! of which there was little evidence. The treatment 
| of the various pancreatic affections was discussed. 

* Held at the Medical Society of London. 
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Drainage of the gall-bladder for jaundice might be 
performed too early, many cases of “ catarrhal 
jaundice ” subsiding spontaneously after eight 
weeks’ duration. Dr. Phillips produced tabulated 
notes of twenty cases of cancer of pancreas and 
six cases of chronic ulcer and ileal pancreatitis, 
the nature of which had been verified by operation 
or necropsy. These cases were illustrative of the 
various results of these pancreatic affections and 
of the effects of operative procedure. 

Mr. Mayo Robson said : With regard to carci¬ 
noma, I have operated on nearly forty cases. 
Many of them, in my earlier experience, I operated 
on under a mistaken diagnosis, hoping to find 
some removable cause of the jaundice. I am now 
going back to ten or fifteen years ago. In later 
years I think that, as a result of experience, one 
has been able to make a more certain diagnosis than 
was formerly possible. I do not say that anyone 
can ever be certain of making a positive diagnosis 
of some of these cases of deep jaundice, because so 
many diseases may produce it, but I do think that, 
from clinical investigations and from careful chemical 
analysis of the excreta, one may arrive approximately 
at a diagnosis in most cases. Besides the cases on 
which I have operated, I have seen a very large 
number in which I have not recommended opera¬ 
tion, because I have a strong feeling—a feeling which 
I expressed some years ago when I gave the Hunte¬ 
rian lectures on diseases of the pancreas—that if we 
make a definite diagnosis of malignant disease of 
the pancreas surgery can do no good. I do not 
know of a single case of cancer of the pancreas on 
which I have operated where the life of the patient 
has been prolonged beyond eight months, and the 
average prolongation of life has only been about four 
months. Moreover, it is not only that no material 
good is done, but the operation itself for cancer 
of the pancreas is a dangerous one. These patients 
have complications which cannot be foreseen ; 
haemorrhages especially are troublesome, and diges¬ 
tion and assimilation are seriously deranged and 
not improved by operation, because it is not pos¬ 
sible to restore the pancreatic fluid to the intestine. 
The consequence is, that beyond relief of the 
jaundice and of the distressing irritation of the 
skin in these cases, no material good can follow 
from operation. That statement must have one or 
two exceptions. The special exception is in those 
rare cases of cancer of the tail or of the body of 


the pancreas, which can be removed. But only 
two or three of these cases, at the most, are on 
record where any material good has been done by 
removal of portions of the pancreas, for it is im¬ 
practicable to remove the whole of the gland. In 
one case where the pancreas is reported to have 
been removed I have no doubt that a part was 
left, for the patient lived for some time afterwards. 
It is not an example which I should care to follow 
myself or to recommend to others. The symptoms 
that have been so ably described by Dr. Sidney 
Phillips are, in my experience, characteristic. There 
is, as a rule, a painless onset of jaundice, with 
enlargement of the gall-bladder, and when the 
jaundice comes on and rapidly deepens it never 
disappears. Not only that, but when there is 
cancer of the head of the pancreas the obstruction 
to the flow of bile into the bowel is absolute, 
whereas when gall-stones obstruct the common 
duct and produce jaundice the obstruction to the 
flow of bile is seldofn absolute. An analysis of 
the motions—and I say this from a very consider¬ 
able experience, because in all my doubtful cases 
of deep jaundice, where the question of operation 
arises, I have careful analyses made—shows that 
in obstruction of the common bile-duct from gall¬ 
stones, though the motions may be white owing to 
the presence of fat in them, yet it is usually 
possible to find some of the constituents of bile, 
whereas in cancer of the head of the pancreas no 
stercobilin can be found. There are many other 
pathological symptoms, but, as Dr. Cammidge is 
here, I think he will be able to tell us something 
more about the chemical side of the subject. I 
agree with Dr. Sidney Phillips on the various 
points which have been mentioned, especially the 
absence of pain. It has been my experience in 
cases of cancer of the head of the pancreas that 
there is very seldom any pain, but that, if there is 
pain, it is due to some extraneous condition, such 
as gall-stones, or the co-existence of pancreatitis 
with cancer. If there is a small nodule of cancer 
at the head of the pancreas it usually rapidly 
obstructs Wirsung’s duct, and possibly Santorini’s 
duct also, producing stasis of the contents of the 
ducts, the result at times being an interstitial 
pancreatitis, in consequence of which adhesions 
may be produced leading to pain. Hence in some 
of these cases there may be pain as a result of the 
secondary pancreatitis due to the primary cancer. 
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Another cause of pain in cancer of the pancreas : 
is where the growth happens to pass backwards I 
and press on the great nerve trunks. There are j 
many other points in connection with the diagnosis 
which one could dwell upon did time permit. 

With regard to chronic pancreatitis, there are 
very many interesting points, both with regard to 
the causes, the symptoms, and the treatment. The 
cause, in a considerable number of cases, is gall¬ 
stones, and it will be easily understood why this 
should be so, because in 62 per cent, of cases the 
common bile-duct passes through the head of the 
pancreas. That very closely corresponds to the 
percentage of cases of common duct cholelithiasis 
associated with pancreatic trouble, for in about 
60 per cent, of the cases in which I have operated 
for stones in the common bile-duct there has been 
the co-existence of interstitial pancreatitis or catarrh 
of the pancreatic duct. I have found this in two 
ways: first, by careful chemical examinations, which 
my friend Dr. Cammidge has conducted; and 
secondly, by operation, where I have had the 
opportunity of examining the head of the pancreas, 
and finding it swollen and distinctly enlarged, as 
one does in these cases of interstitial pancreatitis. I 
When I first drew attention, at the Polyclinic, in 
London, to the clinical importance of interstitial 
pancreatitis, I said how easy it was to tell a diseased j 
pancreas from a pancreas which was healthy, by 
the feel of it, and I think those observations have 
been borne out by other surgeons. One can feel j 
the head or body of the pancreas so distinctly ' 
marked out into hard lobules as the finger passes ! 
over the surface of the pancreas, and these lobules j 
are quite different from the sensation conveyed to 1 
the fingers by malignant disease, where there is a 
nodular hard condition, and also different from the 
condition which is found in the ordinary healthy 
pancreas. In some of the cases examined post¬ 
mortem in which a diagnosis of interstitial pan¬ 
creatitis have been made before death, and in 
others at the time of operation, certain pathologists 
had doubted the correctness of the diagnosis, in 
consequence of the absence of gross appearances 
of disease, though in some of these cases 9. micro¬ 
scopical examination had shown the presence of 
interstitial pancreatitis. The explanation was not 
difficult, as, owing to the absence of blood in the 
gland, and owing to post-mortem changes, the 
consistency of the pancreas after death may com¬ 


pletely change, and even the swelling be no longer 
obvious. An analysis of the post-mortem examina¬ 
tions at Guy’s Hospital, over a series of years, made 
by Dr. Hale White, showed that only 2 per cent, 
of the cases which went to post-mortem examina¬ 
tion, had been recorded as showing any disease of 
the pancreas, yet Dr. Bosanquet showed that in 
13 per cent, of the cases which had oome under his 
notice in the post-mortem room recently there 
were obvious changes demonstrable by the micro¬ 
scope, clearly proving that pancreatic disease had 
been under-estimated by the older pathologists, 
i In some of the cases described by Dr. Bosanquet 
there were interstitial changes which may have 
been due to age, but, allowing for a large number 
1 of these cases being in old people, in whom one 
i might expect to get fibrotic changes, 10 per cent, 
remained in which there were definite changes in 
the pancreas. These changes, due to inflammation 
of the gland, were potent causes of interference 
j with digestion and also with the disturbance of 
j the normal metabolism of the body. In some 
I cases they are doubtless precursors of diabetes, 
though glycosuria has been'very rare in interstitial 
pancreatitis, unless the disease of the pancreas 
produces changes in the islands of Langerhans. 
Acute catarrhal jaundice, I believe, is nearly always 
due to interstitial pancreatitis. I think it is easily 
explained by the fact that the common bile-duct 
passes through the head of the pancreas in 62 per 
cent, of the cases. When catarrh extended from 
the duodenum by the duct of Wirsung, producing 
a swelling of the head of the pancreas, it naturally 
followed that the common bile-duct would be 
compressed, and as the bile is secreted at a very 
low pressure obstruction to the bile flow would 
readily occur, leading to jaundice. As a rule the 
symptoms at this stage were unimportant, and the 
condition generally passed off under ordinary treat¬ 
ment, but when a catarrhal condition of the 
pancreas persisted, leading to interstitial inflamma- 
! tion and the throwing out of inflammatory products, 
jaundice might persist and give rise to chronic 
catarrhal jaundice, which had been somewhat of a 
mystery to many observers, and which had led to 
many errors in diagnosis until the cause of the 
obstruction had been proved by observations made 
during operation. My first case in which I 
operated for interstitial pancreatitis was in 1890. 
At the time I thought the patient was suffering 
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from malignant disease of the head of the pancreas 
and that she would not survive many months, yet j 
the patient recovered and is living now, sixteen I 
years later. In 1891 I operated on a man who 
was very deeply jaundiced and extremely emaciated. | 
No gall-stones were found, but a swelling of the j 
head of the pancreas was felt to be compressing 
the bile-duct.- The patient only survived the 
operation a few hours, and a post-mortem exami¬ 
nation, followed by a microscopic examination of 
the pancreas, showed that the disease was not 
cancer but interstitial pancreatitis. I believe that 
was the first case of interstitial pancreatitis that 
had been described in medical literature, and cer¬ 
tainly the first case operated on, though, curiously, 

I found a diagram in a work on pathology nearly 
a century old, showing an enlarged pancreas with 
an excessive amount of fibrous tissue in it like that 
which we now recognise as interstitial pancreatitis, 
though no diagnosis of the condition had been 
made. Since that time I have operated on over 
one hundred cases in which I have been able to 
prove definitely, by pathological examinations of 
the excreta and by clinical observations followed 
by an examination of the pancreas during opera¬ 
tion, and by the subsequent course of the cases, 
that the condition was an interstitial pancreatitis. 
Operations upon such cases, whether of the chronic 
catarrhal pancreatitis or of genuine interstitial pan¬ 
creatitis—for practically one merges into the other 
—are very successful. The mortality should 
certainly not exceed 5 per cent.; in my own ex¬ 
perience it has not exceeded 3 per cent., and 
the cases usually not only recover from operation, 
but, as a rule, get well, and apparently completely 
well. For some time after operation pathological 
observations of the excreta show that in some of 
the cases there is damage to the pancreas remain¬ 
ing, though ultimately the greater number of the 
patients outlive such changes. Dr. Sidney Phillips 
asked whether it was better to perform chole- 
cystenterostomy or cholecystotomy. In my earlier 
cases I did cholecystotomy, and as a rule I found 
it necessary to drain for three weeks or a month 
before leaving out the drainage tube. In my more 
recent cases I have performed the operation of 
cholecystenterostomy, making the connection be¬ 
tween the gall-bladder and the duodenum. It is 
of the utmost importance that the opening should 
be made a fair size, as if only a small connection 


is made between the gall-bladder and the duo¬ 
denum, it will probably close, as I know it did in 
some cases where the Murphy button was used. I 
now simply employ a double row of sutures and 
make a fair-sized opening. I do not know of a case 
in which I have made such an opening in which the 
patient has suffered subsequently from any septic 
complications in the liver as have been described 
by Dr. Phillips in one case in which the gall¬ 
bladder had been connected to the colon. I 
think it most desirable in pancreatic disease that 
the anastomosis should be made to the duodenum 
and not to the colon, not only because of septic 
1 contamination from the colon, but also because it 
is desirable that the bile should be returned into 
the duodenum where it is physiologically useful 
Another question had been asked by Dr. Phillips, 
as to when it would be desirable to perform chole¬ 
cystenterostomy where originally a cholecystotomy 
had been done. I should say that if the chole¬ 
cystotomy opening was discharging bile freely at 
the end of three months it would be unlikely that 
the case would be cured by the cholecystotomy 
alone, and in such a case I would recommend the 
implantation of the gall-bladder into the duodenum. 

Dr. P. J. Cammidge said : I would like to say a 
few words about the conditon of the faeces which 
one finds in connection with disease of the pancreas 
and cases of biliary obstruction. Mr. Mayo Robson 
mentioned that it has been our experience that in 
cases of cancer of the head of the pancreas, at the 
stage at which they usually come under observa¬ 
tion, one can find no evidence in the majority of 
bile-pigment in the faeces (in twenty-five cases 
which I collected recently I only found evidence 
of bile in one, or 4 per cent.), but that in nearly 
all cases of gall-stone one finds evidence of bile 
constituents in the faeces, and by bile constituent I 
mean stercobilin. Stercobilin is derived from the 
bile-pigment, but it appears to be present very 
often in a form in these cases different from that 
in which it is found in ordinary normal faeces. I 
have recently performed some experiments, the 
details of which would be too long to recount 
here, vthich tend to show that in many of these 
cases of pancreatic disease there are changes 
going on in the faeces, due to microbic growth, 
which cause alterations in the pigment present so 
that one gets white stools, although there may be 
considerable quantities of stercobilin present. 
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Therefore it is utterly fallacious to rely upon 
naked-eye observations as to whether there is bile 
present in the stools or not. Only to-day I had a 
specimen of faeces sent me which was absolutely 
white and putty-like, and yet on making a chemical 
examination it contained almost the normal amount 
of bile-pigment. Now, with regard to the fat 
present in these faeces of pancreatic disease. 
When one considers the normal digestive powers 
of the pancreas and of the bile upon the fat, one 
would expect that if the flow of pancreatic juice in 
the intestine is interfered with the fat of the food 
would not be broken up, as it normally is, into its 
constituent fatty acid, which combine with the 
alkalies to form soaps and glycerine, but instead, 
one would get unchanged neutral fat in the faeces. 
But if, instead of pancreatic obstruction, there is 
obstruction to the flow of bile into the intestine 
the fats will be broken down into fatty acids by 
the pancreatic juice, but they will not be absorbed 
because the function of the bile appears to be 
chiefly to facilitate the absorption of the broken- 
down fats by the intestinal wall, and that is what 
we have found to be the case in practice. We 
have made a very large number of examinations 
of faeces, not only in pancreatic disease and 
biliary obstruction, but in many other conditions 
where there are white stools—for instance, tuber- 


get very valuable assistance in determining whether 
one is dealing with a case of pancreatic disease or 
with biliary trouble, and, secondly, whether it 
is a case of malignant disease of the pancreas or 
interstitial pancreatitis. With regard to the urine, 
Dr. Phillips has said that in most of his cases 
diabetes was not present, and I think that is the 
experience of most people—that glycosuria is com¬ 
paratively uncommon in disease of the pancreas. 
Dr. Phillips asked whether there were any means 
by which one can tell whether a particular 
case of diabetes was pancreatic or not? At the 
present time there is no particular method that 
one can absolutely rely upon, but the question 
is under investigation, and there are indications 
that it may be possible to do so eventually. An 
! important point which has come out of the obser¬ 
vations that we have recently made is, that in 
nearly all cases in which diabetes follows interstitial 
pancreatitis the progress of the disease is very slow. 
One of Mr. Mayo Robson’s cases, which he referred 
to as being amongst his earlier series, and having 
been originally diagnosed as malignant disease of 
the pancreas, but which did not die, subsequently 
developed diabetes, but it was ten years afterwards, 
and when she was last heard of she was in com¬ 
paratively good health, and did not complain of 
: any symptoms except thirst. Although dextrose is 



culosis of the intestines, with enlargement of lym¬ 
phatic glands—and in those cases where the flow 
of pancreatic juice is interfered with we have found 
there was an excess of neutral fats, whereas when 
the condition of the faeces is due to obstruction of 
bile there was was an excess of combined fatty 
acids (/. e. soaps). Recently Mr. Mayo Robson 
sent me a case to examine which illustrated the 
latter point very well. There was very deep 
jaundice, and on examining the faeces I found that 
they were merely masses of soap and that they : 
contained no stercobilin. The total fat was about 1 
80 per cent., and 75 per cent, of that was com¬ 
bined fatty acids. From this and from the fact I 
that I got no evidence from the urine pointing to 
pancreatic mischief I expressed an opinion that it 
was not a case of pancreatic cancer, but probably 
obstruction of the common bile-duct high up. As | 
a matter of fact at operation there was found to be j 
a tumour high up in the common duct, completely 
blocking it. I think that by making use of j 
chemical examinations in this way one can often ! 


comparatively rarely met with in the urine in pan¬ 
creatic disease it has been stated by some that you 
may get maltose and pentose, and that these, 
especially the latter, are of considerable diagnostic 
value. I have examined very many urines from 
cases of pancreatic disease, the nature of a large 
number of which have been confirmed by operations, 
and some post-mortem, yet I have met with no case 
in which there was certainly pentose present. There 
were indications in a few that there might possibly 
be pentose there, but the amount was too small 
to enable one to form a definite opinion. And 
the same may be said with regard to maltose. 
But although pentose cannot be found in the urine 


directly as such it has been shown by experiments 


I have carried out that there is a substance present 
in the urine in pancreatic disease which contains a 
body giving the reaction of pentose, and when this 
substance is broken up by boiling with hydrochloric 
acid it sets free the pentose, and that this is the 
foundation of what has been termed the “pan¬ 
creatic reaction.” The original basis of that reac- 
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tion has thus been proved to be incorrect, and we 
now know with fair degree of certainty what this 
so-called “ pancreatic reaction ” is due to. It has 
been proved constantly in my experience—and I 
have heard from others, both here and in America 
—that when the reaction is carefully and properly 
performed the indications it gives, although not 
pathognomonic of disease of the pancreas, yet, 
when taken in conjunction with the clinical sym¬ 
ptoms and with the evidence to be obtained from 
analysis of the faeces, will give a correct diagnosis 
in the large majority of the cases. It has been 
said that 50 per cent, of cases of pancreatic disease 
are only diagnosed post mortem, but I think that 
number could be reduced to under 5 per cent, if 
the analysis of the faeces and urine were correctly 
made and the indications they gave were taken in 
conjunction with the clinical symptoms. It has 
been my recent experience that in 65 per cent, of 
the cases in which gall-stones have been found in 
the common duct I have obtained the pancreatic 
reaction, but in 35 per cent. I had no reaction. 
And you will remember from what Mr. Mayo 
Robson said just now that this corresponds almost 
exactly with the proportion of cases in which the 
common duct passes through the pancreas and in 
which it runs free of the gland. A little while ago 
I had the opportunity of examining a case which 
demonstrated almost as conclusively as could be 
wished the reliability of this reaction. A patient 
had . an abdominal tumour and I was asked to 
examine the urine. I found no reaction and said 
it probably was not pancreatic. At operation a 
growth was found in the duodenum, free from the 
pancreas. A month afterwards I examined another 
specimen, and obtained that time a characteristic 
“ pancreatic reaction.” The patient’s friends were 
not satisfied and a second operation was shortly 
performed. The growth was then found to have 
invaded the pancreas. Some time afterwards I had 
another specimen of urine and I found a small 
quantity of sugar. This gradually increased to 
over 11 per cent., and the patient finally died 
eleven months afterwards in diabetic coma. You 
will thus see that in this case there was first no 
pancreatic reaction, then a positive reaction, and 
then diabetes, which finally proved fatal. Although 
in some cases the naked-eye appearance of the 
pancreas has been normal where a positive “ pan¬ 
creatic reaction” has been obtained, yet micro¬ 
scopically there have always been evidences of 
interstitial change. 


I Diseases of the Gall-bladder and Ducts 
| By A. W. Mayo Robson, F.R.C.S., assisted 
| by J. F, Dobson, M.S.Lond., F.R.C.S. 

Bailli&re, Tindall & Cox, London. 

| Twenty-five years ago operative procedures on 
! the gall-bladder were scarcely recognised, and even 
| ten years ago the space accorded to the diseases 
of the bile ducts and the gall-bladder in the current 
text-books of surgery was very scanty. In the 
present instance we have a handsome volume con¬ 
taining nearly five hundred pages, and equal in size 
to some hand-books of surgery, devoted to the 
clinical and operative treatment of the biliary 
passages alone. A large section of the book, 
about one hundred and fifty pages, is devoted to 
the description of 540 cases of operations ; the 
first one is dated June, 1884, and the last in 
November, 1903, and constitutes a striking record 
of excellent work, and serves to show on what a 
secure basis the surgical treatment of gall-stones in 
particular now stands. 

The work itself is written on the lines usually 
followed in dealing with the surgical treatment of 
viscera, that is to say it deals with the anatomy 
and physiology of the gall-ducts, then treats of 
the injuries to the ducts, their inflammatory affec¬ 
tions; gall-stones, and the troubles which they 
cause. Malignant tumours of the gall-bladder are 
also carefully considered, and the concluding sec¬ 
tion of the book is devoted to the detailed descrip¬ 
tion of the various operations by which patients 
may be relieved of troublesome gall-stones. 

The book is the standard work on the subject in 
this country, and illustrates in an unmistakeable 
way the freedom and safety with which a skilful 
surgeon may intrude into the domain of the peri¬ 
toneum provided he is a strict disciple of Lister, 
and possesses surgical aptitude, experience, and 
sound judgment. 


The Medical Golf Tournament will take place 
on May 30th, and application has been made to 
Burnham Beeches Golf Club for permission to play 
off the event on their links. To secure the con¬ 
tinuity of this popular fixture, and to further the 
interests of golf among practitioners, there has 
been founded the Medical Golfing Society, with an 
annual subscription of 4f., this sum including 
entrance to the tournament. Any person on the 
medical or dental registers can join the Society by 
remitting 4s. to the Hon. Treasurer, Medical 
Golfing Society, 1, New Cavendish Mansions, 
New Cavendish Street, London, W. 
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A CLINICAL LECTURE 

on 

SOME POINTS IN RECTAL 
SURGERY. 

Delivered at St. Bartholomew’s Hospital. 

By HARRISON CRIPPS, F.R.C.S., 
Senior Surgeon to the Hospital. 


Gentlemen, — I propose to-day in my clinical 
lecture, instead of venturing upon some rare and 
difficult disease, to say a few words on a subject 
which I am very much interested in, namely, one 
or two points in rectal surgery. 

First of all, let me call your attention to the 
general method of investigating any case of rectal 
disease. Of course, ultimately, before you make a 
diagnosis in any form of rectal trouble, it is abso¬ 
lutely essential that you should make a thorough 
examination of the part. I note that very often, 
from so called motives of delicacy—though what 
that means I confess I do not know—doctors tell 
us that patients refuse examination, and that there¬ 
fore the doctor has had to treat the case under 
very disadvantageous circumstances. But if you 
will take my advice you will not treat any rectal 
disease unless you are permitted to make a tho¬ 
rough and complete examination. But still, before 
you make an examination, you can often get a very 
near idea of what is the matter with the patient by 
asking certain questions, though ultimately the facts 
ascertained by the questionings have to be verified 
by examination. The first question I ask the 
patient—and I put them through a sort of cate¬ 
chism—is, how long have they had the trouble. 
That, of course, is an important question. Sup¬ 
pose the patient says, “ Oh, I have only had this 
trouble two or three days,” or “ I have had it only a 
week,” that probably means some very temporary 
ailment. On the other hand, if the patient says, 
“ I have had this trouble for a year or more,” one 
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knows that probably it will turn out to be some¬ 
thing more serious. Having in this way obtained 
some idea as to the length of time that the sym¬ 
ptoms have lasted, the next question I put is a very 
important one. I say, “ How often do you want 
to go to the closet ?” Upon the answer to that ques¬ 
tion depends a great deal the advance made towards 
diagnosis. Supposing the patient says, “Go to the 
closet? Why, that is just one of my troubles; I 
am very constipated; I go not more than once a 
day, and sometimes only every other day.” What¬ 
ever is the matter with that patient, I know that 
that answer excludes two or three well-recognised 
forms of rectal disease. If a patient says he only 
goes to the closet once a day or only every other 
day, in other words when there is no irritability of 
the bowel, you may be certain that that person has 
not cancer of the rectum, that he has not stricture 
of the rectum, and that he has not anything like 
extensive ulceration of the rectum. On the other 
hand, if the patient says, “ That is a matter which 
troubles me very much ; I am frequently going to 
the closet,” I say, “ I do not mean, how often did 
you go to-day or yesterday, but how often on the 
average have you gone in the last few months?” 
He will probably say, “ I often have to go eight, 
nine, or ten times in the day, particularly in the 
morning. I can generally get through the night 
without being disturbed, or with being disturbed 
only once, but in the morning, often before I 
dress, I have to go to the closet two or three 
times, and I have the sensation when I go that 
the bowels have never been completely relieved; 
there is a sensation as if something had been left 
behind.” That patient almost certainly has either 
rectal cancer or rectal stricture or extensive ulcera¬ 
tion. Of course I do not refer to a case in which 
the patient has had that trouble only two or three 
days; that may be diarrhoea or dysentery, or 
anything of that sort. I am assuming that the 
symptoms have lasted some months. One of the 
peculiarities of the diseases I have mentioned— 
cancer, fibrous stricture, or extensive ulceration—is 
the constant desire to go to the closet. These 
patients will tell you that they do not always pass 
a motion, but sometimes they do, more often than 
not. Sometimes they pass only a little matter, and 
they also say that they are very much troubled with 
wind. And then I may put this question, “Do 
you find you do not like to pass your wind unless 


you are at a closet, for fear some little mishap 
should occur ? ” “ Oh, yes,” says the patient, 

“ that is one of my real troubles ; if I pass wind a 
little discharge comes out and malces me into 
a muddle at once.” Having elicited from the 
patient that there is a discharge at the rectum, I 
have now in my mind that the patient has one of 
those three diseases. And then I ask a further 
question, namely, “ What is the colour of the 
discharge? What does it look like?” “Oh,” 
says the patient, “ I do not know.” “ Does 
it look like the white of an egg with a little yolk 
in it?” “Yes,” he says, “ it does.” In other words 
I am describing to the patient a muco-purulent 
discharge. Another patient will say, “ It is not 
like that, it is much darker.” And I say, “ Is it 
like coffee grounds ? ” “ Yes, it is more like that 

than anything I can think of.” That patient has 
almost certainly malignant disease. Suppose a 
patient has this frequent desire to go to the closet, 
assuming that there is always present more or less 
discharge each time, if that discharge is muco¬ 
purulent—that is to say, merely mucus with a little 
pus—it is almost certainly due to simple fibrous 
stricture, or to simple ulceration, but if the dis¬ 
charge is darker, of the colour of coffee grounds, 
it is most probable that the patient has malignant 
disease. The discharge is almost invariably mixed 
with a certain amount of old blood, and that gives 
it its dark colour. And malignant disease is 
accompanied by oozing of blood, and the other 
diseases I have mentioned are rarely accompanied 
by blood. So I have now gone some distance in 
my diagnosis. If the patient says “ I only go to 
the closet an ordinary number of times, and I do 
not pass any discharge,” then there is another 
question which I put: “ Do you have any pain ? " 
That is an important question. There is a kind 
of pain which patients have in the rectum which 
is extremely typical of a particular form of rectal 
disease—namely, anal ulcer or anal fissure—and 
that pain hardly ever comes on except just after 
the patient has passed a motion. It does not 
seem to come on during the motion, but directly 
afterwards; it may be half a minute afterwards. 
It is differently described by different patients. 
Some say it is a nasty, smarting pain; other 
patients say it is a sort of agony, and makes them 
feel sick, and sometimes they have to lie up after 
going to the closet for four or five minutes. That 
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is rather the exception, but it is generally a more 
or less severe pain, coming on half a minute or so 
after passing a motion, and then gradually sub¬ 
siding. So in some cases it only lasts two or three 
minutes, while in others it may persist for half an 
hour, and I have known patients who have been 
practically incapacitated by it for half a day after 
passing a motion. However, sooner or later, in 
the course of the day the pain goes, and the patient 
feels well, and has no other trouble until the next 
day, when the same sort of thing happens over 
again. If there is a history of that peculiar pain 
coming on in the way I have described, with no 
other prominent symptoms, no symptoms of irrit¬ 
able bowel or any haemorrhage, you may be almost 
sure that that patient has anal ulcer or anal fissure, 
so much so that not infrequently after having put 
this question to the patient, and having examined 
the patient in the way I shall describe presently 
and found neither ulcer nor fissure, if the symptoms 
persist, I have been so confident that there is ulcer 
or fissure, though it may be very small, that I have 
made a further examination under an anaesthetic 
and found one. And you must remember that the 
amount of pain caused by these fissures or ulcera¬ 
tions is not in proportion to their size. Then 
there is a fourth question which I put to these 
patients. I say : u When you go to the closet does 
any part of the body come down, does anything 
protrude?” “ Yes,” he will, perhaps, say, “there 

is something which often comes down, and I 
generally press it back afterwards.” Now, what is 
it that can come down when they go to the closet ? 
So far as I know, there are only three things which 
can protrude in that quarter. You may have a 
simple prolapse of the rectum in a normal in¬ 
dividual, any looseness of attachment may result 
in the rectum being practically turned inside out. 
Secondly, there is internal piles or haemorrhoids, 
or a polypus may protrude. But all I have arrived 
at up to the present is that “something” comes 
down. I ask another question. I say : “ Does it 
bleed when it comes down?” “No,” he says, “I 
have not noticed that it ever bleeds.” If some¬ 
thing comes down and never bleeds, it is probably 
nothing more than simple prolapse. Of course 
you often find that there are haemorrhoids which 
come down but do not bleed, but simple prolapse 
of the rectum practically never bleeds. If the 
patient says, “Oh, yes, not only does it come 


I down, but it bleeds,” then I have in my mind that 
what comes down is either internal piles or a 
polypus and by one more question I can generally 
make the diagnosis—short, of course, of examina- 
1 tion—as to which of these two it is. I say : “ When 
it bleeds, do you notice at any time that the pan 
1 has been splashed with blood?” “Yes,” he says, 
“ I have often noticed it, it is like a little jet which 
1 has splashed the pan, and sometimes the seat 
behind.” If that is so, it is almost to a certainty 
internal haemorrhoids, whatever else may be the 
matter with the patient—the only form of trouble 
which causes that jetting of blood in passing a 
| motion is internal piles. It is a little jet of blood 
I passing through a tiny hole in one of the veins. 

But if the patient says, “ I have not noticed, parti- 
! cularly, that it jets, or squirts, in any way, but it 
seems as if it drops down into the pan,” that may 
be internal piles, because it is not every internal 
pile that squirts in the way which I have just 
described. If it drips down, it is likely to be piles, 
but it is possible that it may be a polypus—that 
something comes down and proceeds to drip. 

So I have now gone still further in my catechism. 
And there is another question which I ask patients. 
I say: “ Do you notice that there is any discharge?” 
And when I ask that question I am careful to say : 
“ I do not mean any discharge when you go to the 
closet, but do you notice any discharge on your 
linen?” If the patient says, “Yes, that is one of 
my troubles, that, in addition to the pain and dis¬ 
comfort and all the rest of it, I notice that my 
linen is more or less stained,” then the probability 
is that that patient is suffering from fistula. What 
stains the linen is the slight discharge from the 
outside opening. By means of these five or six 
! leading questions to my patient, I am in a position 
I to form not a diagnosis, but to give a very shrewd 
guess as to what is the matter with the patient. 

| Now the next step is to examine the patient and 
i ascertain, in that way, what it is. First of all you 
must have a table, or couch, in a good light. Let 
1 the patient lie on his or her side, just in the same 
1 position as if she were going to have a baby, with 
the knees drawn up, and the buttocks at the end 
of the couch. In that way you are in a position 
to have a good investigation. And you should 
investigate the outside first of all, because anything 
like fissure, or ulcer, is something which you can 
see in a good light. Get the patient to strain down, 
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and you gently separate with your finger the anal 
fold. And in the case of haemorrhoids, by getting 
the patient to strain down a little, you can see the 
haemorrhoids. Supposing I have done that part 
of the examination and nothing has revealed itself, 
the next thing I do is to make internal inquiries. 
You will find that every enterprising young man 
who starts his profession, especially if he is going 
in for rectal surgery, curiously enough always begins 
in one way, and that is, with the invention of a 
new speculum, which is set forth duly figured in 
the 4 Lancet,’ constituting a very pretty illustration. 
Directly I see anyone who invents a new speculum 
for the rectum, or talks about it, I know that he 
knows little or nothing about his business. As a 
matter of fact, the last thing you want for diagnosis 
is a speculum. I do not say it is never useful, 
but I say it is absolutely useless except under an 
anaesthetic. Under an anaesthetic sometimes, for 
internal fistula high up, or a small internal ulcera¬ 
tion, I have been able to treat that and see where 
the opening is by means of a speculum, and I 
should have had trouble otherwise. But for dia¬ 
gnostic purposes you may reckon that the speculum 
is absolutely useless. I have at home a drawer full 
of such things—a museum of mementoes of ntis- 
guided youth. First I invented these specula, but 
now find that I never use them ; they are useless. 
So please do not think that a speculum is necessary 
to make a diagnosis; if you think so, it shows you 
do not know your business. But what is invaluable 
in diagnosis is the feel with the finger. By passing 
the finger up the rectum, you can practically 
diagnose any rectal disease. Stricture you can 
obviously diagnose in that way, and cancer you 
can also diagnose far better by the feel of the 
finger than by the sight. By looking at a cancerous 
ulcer you cannot tell whether it is soft or hard. 
But you can by the finger, and, if it is soft, you 
know it is not cancer. The educated finger will 
detect ulceration, internal fistula, and fibrous 
stricture. It will detect prolapse, and cancer, and 
foreign bodies, and practically any mystery which 
resides up in those parts. Now, gentlemen, you 
may say it is a simple thing to pass your finger 
into the rectum. So it is, but it is not necessarily 
the same thing to pass your finger into the rectum 
and examine the condition there without giving 
pain, or only little pain. If the patient has an 
ulceration near the orifice and the anus is very 


tender, and you pass your finger at all roughly into 
the rectum, you will not only not be able to make 
a diagnosis, but the patient will instantly straighten 
out his legs like a naughty child and jump off the 
couch, and nothing will induce him to let you have 
another look at things. You have nibbed your 
finger against the surface which is ulcerated, and, 
in consequence, he buttons up his trousers, and, 
not infrequently he will leave your consulting room 
and forget to leave the fee, and that is a matter of 
importance in practice. How, then, shall you 
examine your patient without losing either your 
patient or your fee ? Bear this in mind—that the 
external sphincter muscle is really a muscle that 
acts by reflex action. As I often used to teach 
when I taught anatomy, the function of the external 
sphincter muscle is very much misunderstood. It 
is generally understood that the function of that 
muscle is a stand-by in emergencies to prevent a 
motion or wind passing. It is nothing of the 
kind. You know that if you are not in a position 
to relieve your wind or a motion you can restrain 
it, but you do not do that with the sphincter; it is 
done with the levatores ani. The sphincter has 
nothing to do with that voluntary control. What 
the object of the external sphincter is, is to guard 
the part from external intrusions. I presume that 
in the human race that is practically unnecessary, 
but I have no doubt that in the lower animals, or 
in the lower insects, perhaps, more so, and in 
reptiles, especially molluscs, in which the anal 
orifice is as big as the mouth—it is necessary, by 
reflex action, if anything crawls up those parts, to 
close the orifice. So when you examine the rectum 
remember if there is an ulcer or fissure the part 
is very sensitive, and directly you put your finger 
on the anal orifice the sphincter contracts, and 
you must not try to force your finger through a 
contracted sphincter. Now, the way to avoid the 
pain caused by doing that is, first of all, get some 
soap and water, and thoroughly soap the finger, 
and then put a little soap gently on to the margin 
of the anus. That seems to soothe the sphincter 
very much. Then press your finger against the 
sphincter^and tell the patient to gently strain down 
as if he were going to pass a motion. If you watch 
an anus when a motion i§. being passed, you will 
see that the moment the patient strains down the 
sphincter is relaxed. So having put your finger 
there, tell the patient to strain, and you will find 
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your finger will be insinuated a little way up; if 
he strains again the anus will close still further over 
your finger, and so the result will be that, instead 
of passing your finger into the rectum, the rectum 
will have passed over your finger. Examination of 
the rectum can nearly always be made in that way 
without giving the patient pain. It cannot be done 
absolutely painlessly if there is an ulcer, but the 
pain of examining is very much diminished. 

Having sketched briefly to you how to deal with 
a rectal case which comes to consult you, the 
questions you have to ask the patient and the 
method of making the examination, I will now go 
a little more into detail about rectal troubles. 
The most homely of all rectal troubles, and one of 
the most common, is internal haemorrhoids, which 
the patient calls “ piles.” Do not be misguided when 
a patient comes and tells you that he is suffering 
from piles, because that is the only rectal disease I 
that the ordinary run of patients know anything I 
about. Almost invariably patients who have any¬ 
thing wrong with the rectum will say that they 
have piles. It does not matter whether they have 
a fissure, or whether they have an ulcer, or cancer 
there; they will come to you and say, “ Doctor, I 
have been very much troubled with piles.” What 
the patient can conceive piles to be I do not 
know, but they must form a picture in their minds 
of some sort. But you know there is that very 
common disease which we know as haemorrhoids, 
and upon that I want to say a few words now. : 
There are two varieties of haemorrhoids—external , 
haemorrhoids and internal haemorrhoids. In ex- j 
temal haemorrhoids the trouble arises external j 
to the sphincter, whereas internal haemorrhoids I 
arise in a situation which is internal to the external | 
sphincter. Of course, it often happens that a 
trouble arising within the sphincter, when the 
patient strains, protrudes ; but that does not consti¬ 
tute it an external haemorrhoid; it is simply an 
internal haemorrhoid which has been mechanically 
extruded. As to these two divisions, external 
piles and internal piles. External piles are very, 
very common, and very few people pass through 
life without some little trouble in that way. ,1 
shall describe to you more in detail about external 
piles and their three varieties. There are three 
well-marked varieties of external piles. There is 
the thrombotic pile, due to a thrombus ; there is 
the cedematous pile, due to oedema of a fold of skin, 


which I shall explain presently ; and lastly, there 
is the true cutaneous pile or the hypertrophied 
little tag of skin. The thrombotic pile I can best 
describe by explaining how it arises. Patients 
will come and say they were passing a motion in 
' the morning when they felt a sudden pricking 
sensation about the anus, and shortly afterwards 
noticed a lump, and they come to consult you 
about that little lump. It may come from other 
causes than straining at stool. I have seen it arise 
after men have been lifting heavy weights, or after 
jumping; indeed, after anything which puts a sudden 
strain on those parts. As the patient lies down 
and you examine it, you can feel at the margin a 
little round lump as small as a black currant under 
the skin. And you can see that this has a dark 
purple appearance, looking as if it were dark blood 
showing through the piece of skin which is over it. 
That is exactly what it is. Round the anal margin 
in these little folds there is a small-looped vein, 
and there is a tendency for this to become varicose. 
And sometimes a little extra pressure and straining 
at motion, or from jumping, or something which 
leads to the contraction of the abdominal muscles, 
as there are no valves in these veins, forces the 
blood into the external haemorrhoidal plexus, one 
of the loops gives way, and the result is a drop of 
blood is extravasated into the cellular tissue. That 
is a very common form of accident, and it forms 
a common variety of external pile, called the 
thrombotic pile. In regard to its treatment, in 
the majority of cases the thing becomes absorbed 
in a few days, and it is only necessary to give a 
mild purgative, such as a confection of senna for 
two or three days, and tell the patient not to strain, 
and the whole condition will clear up. But in 
some of these cases, perhaps 10 per cent, of them, 
the little blood-clot will become decomposed and 
inflamed. I suppose it becomes septic, and a 
minute abscess forms. And in that case the 
patient will tell you that the lump did not give 
him much pain at first; after a few days it became 
tender. And you find on examination that there 
is a tiny abscess in one of the folds. In such a 
case you, with a sharp knife, transfix the swelling, 
and turn out the clot and dress it with a tiny piece 
of gauze, and it will heal in two or three days. 
So, generally speaking, the thrombotic pile is not a 
serious trouble, and it soon ceases to be a trouble 
at all. 
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Now we come to the commonest class of 
external pile—the cedomatous pile. The patient 
will say, “ I am very liable to this trouble.” 
And they will often voluntarily say, “I do not 
know why it is, but sometimes I go two or 
three months or a year and have no trouble at 
all, and then a little indiscretion, an' extra glass of 
champagne at dinner, or a lunch in the city, will 
bring the trouble back, so that I get a good deal of 
irritation about the rectum, and for the following 
few days I am in bad pain.” When you come to 
examine a patient who has given you this history, 
and assuming that he has had a little dinner in the 
city on a Monday night, and he appears on a 
Wednesday morning in your consulting room, this 
is what you find. I may say I know these cases 
by the way in which they walk into the consulting 
room, and sit on the edge of the chair in a gingerly 
fashion. When you turn that patient up and 
examine him you will find around the anus a 
couple of swollen and oedematous folds—I have 
seen them as big as pigeon's eggs. They are 
nothing more than the normal anal folds distended 
with serum and oedematous, and very tender to 
the touch. What is the cause of the oedema and 
swelling of these folds ? If you tell the patient to 
strain down and very gently separate the part you 
will find that there is a tiny crack between two of 
the folds, and that is the explanation of the oedema¬ 
tous pile. It is not really a pile, but that is the con¬ 
ventional name. You see a swelling the result of a 
little inflammation or of a little crack in the neigh¬ 
bourhood, just as, if you have a little crack under 
the eye and it becomes infected, the whole eyelid will 
swell up. So here, the part gets infected and the 
fold becomes swollen. That condition of affairs is 
the result of traumatism. The little crack or tear 
becomes inflamed, and that at once shows the 
connection between the dinner in the city and the 
pain in this region. I remember reading some 
years ago the work of a French author who had 
written a treatise on piles. I do not think he 
knew much about it, but he described them as due 
to certain conditions of the atmosphere. When 
the barometer was below a certain pressure, 
patients, he said, had piles, and when the 
atmospheric pressure was higher than that, they 
did not suffer in the same way. That is all stuff 
and nonsense. In this country everyone of us 
would have piles if we were dependent upon 


changes in the atmosphere. I have noticed 
patients who are subject to this condition are 
much more liable to have it during cold east 
winds than at other times. The delicate muco¬ 
cutaneous surface of the anus is very much like 
the muco-cutaneous surface of the lip. You know 
a certain number of people have delicate skins; 
they go out in a very cold east wind, their lips 
become dry, and if the cold weather continues 
they are very apt to get cracks in the lips. The 
same thing happens in the rectum, only the 
rectum is not of course so much exposed as is 
the lip. But people sit on a draughty closet on a 
cold day, and then they are very likely to get the 
same condition about the anus. Then, again, 
about the city dinner. Fortunately most of us 
can dine and have a glass of wine and feel all the 
better for it. But there are some individuals who, 
if they do that, next day feel very cheap, they 
drink half their bottle of tooth water in the night, 
and wake up with a dry mouth, and that dry 
mouth is an indication of what is going on all 
the way down the alimentary canal—more or less 
—from top to bottom. The man very likely gets 
up a bit late, goes to the closet in a hurry, forgets 
that his anus is dry, passes a motion, and gets a 
tear, and that is aggravated perhaps by coarse 
paper, and this is followed in a day or two by 
inflammation and swelling of the part. That 
makes an oedematous pile. Those piles are 
easily treated, they do not require any operation. 
If the patient is indiscreet in his diet you should 
caution him and remind him that these conditions 
are easier prevented than cured—that he must 
take care to thoroughly lubricate the anus with 
an ointment before passing a motion. A good 
ointment is five grains of boracic acid to an ounce 
of unguentum petrolii. Tell him to put a little of 
this on to his finger before passing a motion, and 
smear round the anal orifice, and at the same time 
tuck a little inside, and wait a minute or so before 
passing a motion, which he should do in a quiet 
way. Many patients have told me after following 
that advice, that though they had had the trouble 
for years they have had no trouble since. If a 
case has occurred and you see that the part is very 
tender and oedematous, then, for the time being, 
keep the patient at home quietly for a day or two, 
and let him thoroughly foment the part three or 
four times a day with hot water, as hot as possible. 
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That takes away the pain better than anything; 
then smear a little ointment over the part con¬ 
taining two grains of morphia to the ounce of 
unguentum petrolii, that takes away the pain very 
quickly, but it will be some days before the tear 
Jieals and the patient is quite well. At the same 
time you must take the precaution, by means of 
giving the confection of senna, or compound 
rhubarb pill to keep the motions soft, so that the 
mucous membrane shall not tear again. Always 
caution these people about what paper they use. 
Let it be thin and smooth, and I believe printers’ ink 
is harmful, and they tell me that that is especially 
so in some of the Radical papers! 

Then, thirdly, there is the cutaneous pile. You 
find it in patients who have been subject for years 
to these tags of cedematous pile. It makes the 
little anal folds swell, and after a time they become 
hypertrophied and thickened, so that the patient 
goes about with four or five tags in the anus, look¬ 
ing like the tips of rabbit’s ears. These tags, you 
will readily imagine, may get inflamed. The treat¬ 
ment of these tags is simple. You cut them off 
with a pair of scissors, and be very careful not to 
cut the tags too close. Get hold of one of the tags 
of skin, and with a pair of scissors cut off not more 
than two thirds of the tip. If you cut off down to 
the root you will have remaining raw tissue, which 
may end in fibrous anal stricture, owing to the 
contraction which will go on. 

I am now going to speak about what is a more 
serious trouble, namely, internal piles. What is an 
internal pile ? In its beginning it is practically a 
disease of the inferior haemorrhoidal veins. The 
veins terminate by the anal margin and also inside, 
by little groups of loops, and those loops are apt to 
become gradually dilated. And besides that, the 
little capillaries, or what, should be capillaries, 
become dilated into cavernous spaces, so that you 
get a blood tumour like a sponge, consisting, of 
many spaces, and of very dilated capillaries. That 
would be in the simple form. But as time goes 
on you find the fibrous tissue between these little 
bundles of dilated veins gradually become thick¬ 
ened and hypertrophied, so that in old-standing 
cases you have not only dilated blood-vessels but a 
considerable quantity of new fibrous tissue deve¬ 
loped between them, thus bringing about tumours 
of some size. At first there is very little extra 
fibrous tissue in haemorrhoids, so that they are not 


tumours except when distended with blood. If 
you put your finger against them, you will find that 
they can be emptied. But in time, if there is 
fibrous tissue formed, you get permanent tumours. 

Having arrived at the fact that internal haemor¬ 
rhoids are due to dilatation of the veins and capil¬ 
laries, we have to go a step further and ask, What 
is the cause of this ? Why should those veins and 
capillaries dilate ? And why should they dilate in 
one person and not in another, both being appa¬ 
rently in good health in other ways? I do not 
think there is any structure in the human body 
which differs more in its thickness in different 
individuals than the venous system. Some people 
have extremely thin veins. How proud girls are 
of having thin veins ! Others have large knotty 
veins. You see the same thing in horses. Look 
at the well-bred horse, and see the thin veins 
standing out all over his body, whereas in the 
shire horse they are thick and knotty. So in human 
beings, some of us are born with thin-coated veins, 
others are born with thick veins. I take it that 
the man born with thick-coated veins will probably 
never have trouble with his veins in the way of 
their becoming varicose, either in the legs or in the 
rectum. If a person is born with very thin veins, 
very little extra pressure put upon them will cause 
trouble. One of the things which you must 
remember about veins of the rectum is that the 
little haemorrhoidal veins which form these piles 
have no valves, so that when you are in the upright 
position there is practically blood pressure extend¬ 
ing from the level of your heart down to the anus. 
I take it that with ordinary sized and decently 
thick veins that does not matter. But if the veins 
are delicate, the mere fact of having constant 
pressure seems to produce a tendency to dilate the 
veins about the anus. Ladies, you know, are often 
very inquisitive, and they will sometimes say to me, 
“ Oh, do tell me, Mr. Cripps, what is the cause of 
these things.” And I say, “Well, madam, since 
you ask me, in your case I think it is due to the way 
you go about. If you were to go about as nature 
intended you to, like a monkey, you would not 
have these troubles at all; you were never meant 
to sit, but it was meant that that part of your body 
should be uppermost. You never see a cat or a 
monkey with piles, because the blood drains out of 
those parts to more dependent positions.” Still, 
we must accept civilisation as we find it, and you 
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cannot expect ladies to go about in that position. 
I mention this to show that it is due to abnormal 
pressure. But veins must be very thin for them to 
be dilated by that simple means. I think people 
with moderate-sized veins, if they take care of 
themselves, do not have piles. But some of these 
people, in their young days, cultivate piles by the 
way they go to the closet. Nothing is more per¬ 
nicious than to do what many men do. When 
they go to the closet they first light a pipe, and 
then they get their newspaper, and there they sit, 
with the veins quite unsupported. They have two 
or three whiffs, and then they read a paragraph or 
two, and then they give a strain or two, and then 
smoke again. Meanwhile the blood-pressure has 
free play, there is no support, and the sphincter is 
more or less open. In that way people who have 
veins with walls which are at all thin, in a few 
years have a good crop of piles. So advise your 
patients and yourselves to use the closet for its 
proper purpose, and not as a smoking-room. 

Having briefly sketched the pathology of piles, 
let us now inquire what are the symptoms of in¬ 
ternal piles. They give rise to two sets of troubles. 
One trouble is the bleeding, the other is the pro¬ 
trusion of the haemorrhoids, either when the patient 
goes to stool, or at other and more awkward times. 
So far as the loss of blood is concerned, it varies 
enormously in quantity. In somes cases it is only 
a few drops, in others it may be a teaspoonful two 
or three times a week. In exceptional cases I 
have seen it so severe as to threaten life. I re¬ 
member one case very well which was admitted to 
this hospital some years ago, when I was Surgical 
Registrar. The patient was brought in on a couch, 
absolutely blanched, and as white as a tallow 
candle. She was taken up to the ward and put to 
bed, and her case was gone into. She had had 
bleeding piles two or three months, and she had 
been losing two or three teaspoonfuls of blood 
every time she had a motion. She had a large 
bunch of internal haemorrhoids. We did all we 
could for her, but she gradually got worse, and 
after two or three days she died. I cannot recall 
any other case of death from haemorrhoids, but I 
have seen a large number of cases of prolonged ill 
health from them. You have a young man or 
young woman working hard at their profession 
or business, working up to their capacity, and if 
in addition they get bleeding piles, with a loss of a 


spoonful of blood every day, nothing undermines 
the health so much, and I believe that is one of 
the causes in later life of kidney trouble. So 
haemorrhoids may be a very serious thing. The 
other trouble which haemorrhoids cause is pro¬ 
trusion. At first the rule is for them to protrude 
only when the patient goes to the closet. After a 
time, as the patient gets on in life, these piles have 
the habit of coming down when a weight is lifted. 
And perhaps later on the sphincter gets relaxed by 
the pressure, and then the piles come down at any 
time of the night or day, at odd moments, and if 
they cannot be replaced they become oedematous 
or even gangrenous. Van Baren describes one 
of his cases as that of a barrister who said it 
was most unfortunate, but the moment he got up 
to address the jury, down came his pile, and he 
had never yet won a case with his piles down. So 
you have to treat these two troubles : that which 
arises from bleeding, and that which arises from 
protrusion of the pile. 

The first question which the patient asks is 
whether he can be cured of his internal piles 
without an operation. The answer to that is this : 
I do not say that a certain number of cases, by 
persistent treatment, cannot be very much relieved 
without any operation, but in the great majority of 
cases, far and away the simplest and shortest and 
safest way is to remove them. Still, you will often 
find patients are very funny in this matter. They 
do not mind going through any amount of trouble 
and expense to avoid what they call an operation. 
However, if that is the case I say, “ I can tell you 
what palliative treatment you may adopt, and if 
you try it for two or three months it may do you 
good ; if it does not it is not my fault.” It is the 
form of treatment which was introduced a great* 
number of years ago by Sir Benjamin Brodie, and 
is known as the cold water treatment, applicable to 
protruded piles. Brodie recognised that the piles 
were due to the muscular fibre being very relaxed, 
and he used to advise the patient to begin pro¬ 
ceedings by injecting half a pint of warm water 
before breakfast, and then pass this away in the 
closet with the motion. After the patient had 
passed this water away and passed his motion, the 
water being kept in a little bottle made for the 
purpose, one ounce of cold water was injected and 
allowed to remain there. I have used that with 
some effect, but I think you can improve it a little 
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bit. I add a little tincture of catechu to it— 
tincture of catechu one ounce, aq. destill ad. eight 
ounces; and I tell the patient that one ounce is 
to be injected cold. I have known the rectum 
strengthened by persistent treatment in this way. 

Then, as to when you have bleeding piles, there, 
again, a certain number of cases of haemorrhoids 
are very small, and you can treat them by some 
astringent ointment. I have known considerable 
haemorrhage occur from a tiny patch of piles no 
bigger than a red currant. Prescribe an ointment 
consisting of ten grains of the subsulphate of iron to 
the ounce of unguentum petrolii, telling the patient, 
as before, to pass it into the rectum before passing 
a motion. It will .prevent a small haemorrhage, 
but it wijl not stop a haemorrhage which is con¬ 
siderable in degree, or if the piles protrude. In 
those cases where it has been used arfd failed, 
or where it is not suitable, you fall back upon 
operation; but before passing to that part of my 
subject, let us consider how we diagnose internal 
piles. Of course if the patient lets his trousers 
down and the piles are seen protruding, there is 
not much diagnosis wanted; there they are, there 
is no doubt about it. But patients when they 
come to your consulting room may say that they 
have piles, which come down when they have a 
motion, but when you examine them you may find 
that there is nothing to be seen. You may think 
that you can diagnose these piles by putting the 
finger into the rectum; but you cannot, unless 
you have had a good deal of experience. You must 
remember that these piles, which are considerable 
tumours when they are extruded, are tumours 
because they are distended with blood, but when 
they are inside the rectum they are shut up, the 
blood is squeezed out of them, so you cannot feel 
them as large lumps, all you can feel are four or > 
five folds of mucous membrane, an unnatural sort 
of fold. But the way to diagnose these piles is to 
let the patient lie on his side and tell him to strain 
down. First of all put a cloth underneath so that 
there is no fear of passing a motion on your furni¬ 
ture, then separate the sides of the anus, and after 
about half a dozen strainings the bunch of piles 
will be extruded. 

Now, with regard to operating on these piles, 
there are a great number of operations which you 1 
can do for piles. -One is to apply nitric acid to 
them, another is to apply the actual cautery, there 


is cutting the piles off (Whitehead’s operation), and 
there is ligature. I do not say one method is very 
much better than the others ; but the surgeon who 
practises that which he knows best will get the best 
results. I caution you about Whitehead’s opera¬ 
tion. In the hands of Whitehead himself, his 
operation was very good and gave capital results. 
It consisted in making a section the whole way 
round the anus, cutting off the piles. No doubt it 
was a very good operation in Whitehead’s hands. 
I would not do it myself, because I think it is 
| doing more than is necessary. But in the hands 
] of those who are not in the habit of doing rectal 
I surgery it is dangerous, and an anal stricture may 
' result. Whitehead’s operation is now a bit out of 
fashion, but ten or twelve years ago it was not, 
and I have seen a number of cases of fibrous stric¬ 
ture of the anus the result of it, when improperly 
I performed. Far the best way to treat hnemorrhoids 
I is by ligature, if it is properly done. The patient, 

! under an anaesthetic, is put into the lithotomy posi¬ 
tion. You put your fingers into the anus and dilate 
it somewhat, and then you will find that the haemor¬ 
rhoids will protrude. There may be four or five 
| bunches of them. I get pressure forceps and take 
I hold of each bunch, first one and then another, 
j until I have four or five forceps hanging down from 
the bunches of haemorrhoids. I pull down each 
haemorrhoid as far as it can come, until I see where 
j it joins the skin, and with the scissors I make a 
deep cut here, so that I isolate it, and then I get a 
piece of floss silk and tie it, the knot being in the 
rectum. I have practically cut through the skin 
and tissue, and I tie the little blood-vessel which lies 
under the mucous membrane itself. It is all-impor¬ 
tant to cut the little groove between the skin and 
the mucous membrane. If you tie without doing 
that, the patient suffers great pain for twelve to 
twenty-four hours after the operation. By so doing 
you have cut through the cutaneous nerves, which 
are so sensitive, and there is practically no pain 
following the operation at all. I will not go over 
the details of the operation with you here, because 
I do it so often in the theatre and you are able to 
see it there. After an operation on bleeding 
haemorrhoids, I put a little india-rubber tube into 
the bowel, which I keep in twenty-four hours, and 
that serves to pass wind and prevents haemorrhage ; 
I pack a little cotton-wpol or gauze round it, and 
cover that over with a^pad of aseptic material, and 
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I keep the whole thing in position by means of a 
T- bandage. The dressing in a case of piles is very 
important. The discharges are very likely to de¬ 
compose in that neighbourhood, and if you get any 
inflammation of the rectum, the parts soon swell up 
and become tender and sensitive. But if you are 
careful you can keep the rectum aseptic. The next 
day, after the first twenty-four hours, I take out the 
little tube and the dressings from the rectum, and 
irrigate the bowel. The patient lies on his side 
with his knees drawn up, and I thoroughly cleanse 
the parts with soap and water, and gently swill it 
off with a i in 40 carbolic lotion, then put a little 
gauze pad on. If that is done night and morning 
you can keep the part sweet from beginning to end, 
until the wound is healed, and there will be no 
inflammation. It is a mistake to wrap up the 
rectum in such cases and not look at it for two or 
three days. After nine or ten days’ treatment in 
the way I have described, the patient is cured. 
You may ask me, At what period are the ligatures 
to come away? My answer is, Never before the 
eighth day, sometimes the tenth day. But what¬ 
ever you do, do not pull the ligatures. It is very 
tempting to give them a little pull, but I can assure 
you the patients do not like it. Leave them quiet 
and they will come away of themselves about the 
tenth day, if they do not sooner, and if they do not 
come away at the tenth day the very slightest pull 
will bring them away. I keep the bowels without 
being moved until the sixth day. Supposing I 
operate on the Monday morning, on Saturday 
morning following I give £ oz. of castor oil and 
the bowels are well open. If the bowels are 
opened before the sixth day there is a liability for 
recurrent haemorrhage to take place. Altogether, 
for an ordinary case of piles, the patient will have 
to lie up a fortnight, and that is very important to 
know, because the patient will often ask you how 
long it is necessary for him to lie up. Never omit 
the precaution of passing the finger into the rectum 
before dismissing the patient, to see if there is con¬ 
striction or contraction. Sometimes, however care¬ 
fully you may have done the operation, there is a 
little contraction. If so, the passage of a bougie 
for two or three days will dilate it at the critical 
time, and there will be no further trouble. 

I have had to cut my remarks somewhat short, 
gentlemen, because of time, but I have tried to 
sketch to you what is a very common disease, and 
one with regard to which you will obtain great 
credit in your profession if you know how to treat 
it properly. 

April 8th, 1907. 


ON THE TREATMENT OF ACUTE 
APPENDICITIS.* 

By B. G. A. MOYNIHAN, M.S., F.R.C.S., 
Surgeon to the Leeds Infirmary. 


In turning over the pages of a medical journal of 
the date 1895 a few weeks ago, I came across an 
address delivered by a very distinguished physician 
upon the subject of appendicitis. In the openitig 
sentence an apology was made to the audience for 
the choice of a subject about which so much bad 
been said and written. If that apology was neces¬ 
sary in 1895 a far more abject one is surely needed 
in 1907, for in the intervening years the literary 
output dealing with this topic has been such that no 
surgeon «or physician can have had the opportunity 
or the desire to make himself fully acquainted with 
it. But I think it safe to assume that where much 
is written about a subject there is comparatively 
little known, that our views are then in the nebulous 
stage, that the future world of knowledge is in the 
making, and further, to assert that it is only by 
much discussion that we are at last enabled to 
arrive at a reasonably accurate appreciation of the 
essentials in the etiology, pathology, or treatment 
of any disease. Appendicitis is not only a popular 
or fashionable disease, as one hears it so often 
described, it is an extremely serious disease, with a 
high mortality, whose attacks are attended always 
by danger, and not seldom by long, disabling ill¬ 
ness. The purpose of my remarks to-night is to 
elicit, if possible, a discussion upon the treatment 
of the disease, and to set forth certain principles, 
which I believe to be sound, which guide me 
personally in my treatment of it. I propose to 
deal only with the more acute forms of appendicitis, 
for it is in them that the anxieties and responsi¬ 
bilities of the medical man are the greatest. 

An acute attack of appendicitis is generally 
ushered in with absolute abruptness. A patient 
is seized suddenly with pain, which is always 
severe, and sometimes agonising ; the pain is refer¬ 
able very often to the epigastrium, or, vaguely, to 
the region around the umbilicus ; it is only later 
that it becomes localised to the right iliac region. 
It is, for purposes of differential diagnosis, important 

* Delivered before the Leeds and West Riding Medico- 
Chiriirgical Society. 
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to emphasise the fact that pain is always the in- j 
augural symptom. In other acute abdominal 
diseases, affecting the gall-bladder, the pancreas, ! 
or the peritoneum, there are, as a rule, with few j 
exceptions, symptoms of general constitutional 
disturbance before the onset of pain. The patient 
feels ill, has a high temperature, or a rapid pulse, 
or vomits, or has a rigor. In appendicitis there is 
never, I believe, any symptom before the onset— 
generally the sudden onset—of pain. Pain is often ! 
attended by vomiting, and usually by diarrhoea. 
The symptoms of the disease after this time depend 
upon the treatment. If we are to consider the sym- j 
ptoms of a disease as beneficent, as Sir Frederick I 
Treves would have us do, we may say that 
the vomiting and the diarrhoea are indications of 
an urgent and imperative desire on the part of the 
alimentary canal to empty itself as completely as I 
possible. With what object ? Probably to secure | 
intestinal rest. At this point I would diverge fora ! 
moment from the main line of my argument to | 
relate the details of a case which made a great 
impression upon my mind. A little over three 
years ago I was asked by the late Dr. George 
Greenwood to see with him a case of acute j 
intestinal obstruction. When I operated I found 1 
a mass of malignant disease at the ileo-caecal valve, 
the lumen of the gut at the position of the growth 
being absolutely blocked by a large gall-stone, j 
which fitted as tightly as any cork. I performed j 
enterostomy, opening the ileum immediately above 
the growth after fixing it to the incision. The man 
recovered well from this operation, and after a few 
days the Paul’s tube which I had fixed in the 
intestine worked loose and came away. In the 
succeeding days the skin around the wound became 
red and raw, and intensely angry in appearance. 
Any action of the intestine caused an acute burning 
pain as the contents of the bowel came in contact 
with the intensely tender skin. The patient dis¬ 
covered for himself that very shortly after taking a 1 
drink the intestine discharged, and this led us to 
make a series of interesting observations. We 
found that if a drink of milk, or tea, or anything 
fluid were taken, after a short interval, generally 
between one and a half and three minutes, a wave 
of contraction was seen to reach the bowel engaged 
in the wound, and a quantity of the contents of the 
intestine were “spat” out on to the abdomen. 
This observation we repeated on a great many 


occasions, and fhe same sequence—a drink, a 
pause, a vermicular contraction of the bowel, with 
discharge of its contents, was noticed. If solid 
food were taken the intestinal action was very 
rarely seen. 

As one looked at the piece of bowel worming 
in the wound one could not help being struck by 
the force of the contraction, and by the amount of 
disturbance which resulted from it. And it was 
easy to realise what affect such a commotion would 
have upon an appendix, attached by a strong ileo- 
appendicular ligament, if it chanced to be inflamed. 
It would inevitably be subjected to a considerable 
degree of disturbance and of displacement, so that 
the inflammation, if present, would tend to be 
increased in the appendix itself, and to be carried 
to all those parts of the peritoneum with which the 
appendix, in its movements, would be brought into 
contact. It is evident, therefore, that if an inflamed 
appendix is to be kept at rest, it is essential that 
the peristaltic action of the intestine should be 
arrested, and that harm in the greatest degree 
comes from that form of intestinal unrest which 
results from a fluid diet. 

The treatment that must be adopted, therefore, 
is clearly, it seems to me, that of withholding all 
nourishment by the mouth. For a time there 
must be absolute starvation ; not one drop of fluid 
should be swallowed. When I advise this treat¬ 
ment the reply often comes that it will be difficult, 
or impossible, to withhold nourishment; but there 
is not the slightest difficulty if the position is ex¬ 
plained to the patient, and he is made to understand 
that abstinence is really necessary. Thirst can be 
relieved by frequent washing out of the mouth and 
brushing of the teeth, and by saline enemata. 
The relief from pain that a patient experiences as 
soon as the intestine is at rest encourages him to 
persevere. It is quite a common thing to hear, 
when one asks as to the presence of vomiting, that 
the patient “vomits everything he takes”—a very 
proper act of rebellion on the part of the stomach. 
The vomiting and the pain, which that act and the 
peristaltic wave together produce, are relieved at 
once as soon as the stomach is empty and the 
intestine is at rest. The treatment of perityphlitis 
a generation ago by opium had, it will be seen, no 
inconsiderable justification. The most important 
point of all, however, in the treatment of appendi¬ 
citis, is concerned with the question of aperients. 
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If what I have said is true, it is clear than an 
aperient, by reason of the peristaltic activity which 
it causes, must be a source of danger. It is, more¬ 
over, not to be forgotten that the administration of 
a cathartic increases also the bacterial virulence of 
the intestinal contents, and, further, that it is in I 
the ileo-caecal region that microbic life is more ; 
abundant than at any other portion of the intestine. 

I have no hesitation in saying that the administra¬ 
tion of an aperient at any stage in a case of acute 
appendicitis is the very worst thing that can 
possibly be done. 

The efficacy of the starvation treatment of acute 
appendicitis is now amply established. If it is 
adopted early, and persevered in scrupulously for a 
few days—three or four at the least—the recovery 
from the attack is almost certain. Even if an opera¬ 
tion has to be done in the course of the attack, it is 
one then concerned only with the appendix, or 
with an abscess surrounding it, strictly shut off from 
the general peritoneum. In these circumstances the 
operation is one in which the danger is reduced to a 
minimum. In many cases I have operated upon \ 
patients who have been safely carried through the 
attack by this means. When the appendix is 
exposed it is not uncommon to find that it had 
perforated, and that an abscess had formed, an 
abscess whose contents are now represented by a 
semi-solid, oily mass, resembling a pat of butter. 
The evidence, indeed, is often clear that an attack 
which the patient has passed through has been one 
of very great severity. 

The starvation plan is one which can be safely 
adopted, even in cases of appendicitis associated 
with a spreading peritonitis. In a few hours it 
becomes clear that the invasion of the peritoneum 
has been arrested, and in three or four days the 
appendix area alone shows evidence of inflamma¬ 
tion. An operation then may be undertaken with 
a risk far less than would have been the case in an 
earlier stage, for the disease is not only more 
limited in area, but the pus or other exudate is less 
actively infective, or in some cases is actually 
sterile. 

The claims that may justly be entertained in 
regard to this starvation, method are, therefore, 
these : that if adopted early the attack may, with 
almost complete certainty, be passed through safely; 
that in cases associated with spreading peritonitis 
(and these are always cases that have been allowed 


food or aperient) the invasion of the peritoneum is 
quickly arrested, and the inflammation localised to 
the appendix area; that operation may be post¬ 
poned to a later stage in the disease; and that 
operation in this stage is safer than at any other 
time during the attack. 

There are cases, unhappily not infrequent, when, 
at the time the patient is first seen, the acute 
appendicitis is complicated by acute general 
peritonitis ; this is, of course, the most serious and 
the most lethal of all the forms which the disease 
can take. 

If the history of a case of acute perforative 
appendicitis with general peritonitis be examined 
in all its minutest details, it will, I submit, be 
found that in the very great majority, if not in all, 
the onset of the ultra-acute symptoms is clearly to 
be connected with the administration of an 
aperient. During the last twelve months I operated 
upon seventeen cases of acute peritonitis due to 
the perforation of the appendix, and in all of these, 
with one exception, an aperient was, as I thought, 
the cause of the acute invasion of the peritoneum. 

The history which all these cases give is alike: 
for the purposes of illustration I will quote only 
the last. A boy, set. 13 years, while having tea at 
five o’clock on Sunday afternoon was suddenly 
seized with abdominal pain, and within a few 
minutes he vomited; during Sunday night he 
vomited twice, and had the bowels moved three 
times. On Monday he was in pain all day, and 
there was tenderness with resistance on the right 
side of the abdomen ; he vomited soda-water and 
other fluids that were given to him. On Monday 
night he was better, and on Tuesday was free from 
pain, though the abdomen was still tender on the 
right side, low down. His grandmother gave him, 
on Tuesday night about eleven o’clock, a table¬ 
spoonful of castor oil. At three a.m. on Wednesday 
his medical man was summoned to see him on 
account of a sudden attack of excessively severe 
abdominal pain. He found the boy very ill and 
complaining of intense pain; the abdomen was 
rigid and exquisitely tender and retracted. I saw 
him later in the morning, and advised operation 
forthwith. I found an appendix which was more 
securely protected by a wrapping of the omentum 
than any I have ever seen, yet the guard was 
insufficient after a cathartic had been given, for 
there was general peritonitis also. That history is 
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characteristic of them all. If the exact details in 
the anamnesis are obtained they will almost always 
be found to correspond with those I have given. 
If one wished to be epigrammatic one might 
truthfully say that “ Cathartics are the cause of 
acute perforative appendicitis.” If there is one 
counsel more supremely important than another to 
give as an indication for the treatment of acute 
appendicitis it is “ Avoid aperients.” If acute 
general peritonitis has set in, then operation must 
be done without delay. The principles upon 
which the operation should be carried out have 
been assembled by Dr. J. B. Murphy, of Chicago, 
and it is not too much to say that the treatment he 
has suggested has given vastly better results than 
any which has been previously adopted. Murphy 
epitomises his teaching in the advice, “ Get in quick, 
get out quicker,” meaning, of course, that the 
operation should be undertaken at the earliest 
moment, and that it should be as brief as possible. 
The details of the operation are as follows : 

(1) Incision over the appendix, discovery and 
removal of the appendix ; avoidance of any hand¬ 
ling of other parts of the intestine; extreme 
gentleness in all manipulations; the utmost haste. 

(2) As soon as the appendix is removed, a 
second incision is made in the middle line, of a 
size to allow the introduction of a large tube. 

(3) One, or possibly two tubes are placed in 
the wound over the appendix. No lavage is used. 

(4) The patient is propped up in bed in the 
sitting posture, so that all fluids may drain 
downwards to the pelvis, and thence out of the 
tubes. 

(5) A small dose of morphia is given to keep 
the intestines at rest. 

(6) Continuous saline infusion is given by the 
rectum. An ordinary glass vaginal nozzle is 
introduced about two inches into the rectum; 
to its outer end a long, rubber tube is attached, 
and fitted to a vessel containing saline solution, 
which is kept as nearly as possible at a temperature 
of ioo° F. The rate at which the fluid is received 
by the rectum is approximately one pint an hour ; 
five or six pints or more are taken before any 
distress is caused; one patient upon whom I had 
operated took eleven pints. As soon as there is 
any feeling of discomfort the infusion is stopped, 
and after a few hours may be re-started, generally 
after a turpentine enema has been given. 


[ Of all these details that which is of chiefest 
I importance is the continuous rectal infusion. 

1 Murphy asserts that it is probable that a retrograde 
I current in the lymphatic vessels of the colon is 
set up, so that the peritoneum is washed out con- 
: tinuously by the fluid which escapes by the tubes. 

I Whether this is so or not I do not hazard an 
opinion, but it is certain that the amount of dis¬ 
charge which comes by the tubes is remarkable in 
quantity. But the most pronounced result of the 
infusion is the change in the patient’s appearance; 
his face has no longer the drawn and sunken look, 
the skin is moist, the mouth is not parched, thirst 
is absent, or easily quenched by sips of water, or of 
tea, the lips are red, and the expression bright. 
The recovery of the patient is now the rule. I 
have adopted this treatment in fifteen consecutive 
j cases, with one death. Dr. Murphy’s results are 
I even better, and show a mortality of approximately 
j 3 per cent. 

, The conclusions which I formulate, therefore 
| are : 

(1) In acute appendicitis the safest treatment is 
1 immediate operation, if the diagnosis can be made 

with accuracy in the first few hours, at a time when 
i the appendix alone is affected. 

(2) If the diagnosis is not made till a few hours— 

I twenty-four or more—have elapsed, then treatment 
| should consist in complete abstinence from food, 

constant cleansing of the mouth, occasional adminis- 
1 tration of saline injections, and, above all, the 
j avoidance of aperients. 

(3) If acute peritonitis develops, it can be 
traced in a great majority of cases to the admini¬ 
stration of an aperient. 

(4) When general peritonitis has developed, or 
is developing, the treatment upon the principles 

1 enunciated by Murphy is attended by a success far 
: in advance of any achieved by other methods. 

I One final word I may offer as to the increasing 
I frequency of appendicitis in recent years. I am 
not sure that there is any evidence to warrant us ip 
j thinking that the disease is actually more prevalent 
! than it was. It may only be that we now group 
under the one title a number of diseases that were 
previously given a distinctive individual name. 
But if there be an increase may we not find its 
explanation in the greater attachment of the 
present generation to aperients ? The columns of 
; the daily papers, the hoardings by the side of the 
| road or the railway, are insistent in their persuasion 
to us to take a pill, a potion, a syrup, or a bean. 
So a stern critic of our own times, guided by these 
| things in his judgment, might say of us that we 
i were of a generation that seeks not '* for light and 
, leading but for laxatives.” 

, April 8 th, 1907. 
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REMARKS ON 

A CASE OF HUEMATUR1A, DUE TO 
BILHARZIA HUEMATOB1A, CAUSING 
PAPILLOMATA OF THE BLADDER; SUPRA¬ 
PUBIC CYSTOTOMY; REMOVAL OF 
PAPILLOMATA; RELIEF OF SYMPTOMS.* 

By HENRY CURTIS, F.R.C.S. 


In 1851, the blood - fluke named “ distomum 
haematobium ” was discovered by Theodore 
Bilharz, whose name has since been attached to 
this parasite. In a recent paper on the “ Bilharzia 
haematobia,” in the ‘ American Journal of 
Urology/ W. Robins refers to the fact that the 
“ distomum is mentioned in the famous * Eber’s 
papyrus,’ discovered at Thebes in 1870, the papyrus 
itself having been written, possibly, as late as 
1552 b.c., though it is quite probably seven thousand 
years old.” 

The parasite is found in the main trunks and 
branches of the portal, the splenic-mesenteric, 
rectal, vesical, and uterine veins—infection gene¬ 
rally occurring during bathing, according to popular 
belief. Later observers attribute it to drinking 
infected water, the parasite escaping from the 
stomach into the portal circulation. Looss, still 
more recently, concludes, from experimental obser¬ 
vation, that the ciliated embryo can enter the 
unbroken skin. 

The disease is diagnosed by the presence of the 
characteristic ova in the excreta, the last portion 
of urine passed, for instance, generally consisting 
almost of pure blood, teeming with ova. These 
are oval in shape, one end being provided with a 
short, stout spine, occasionally placed laterally. 
The ovum frequently contains a ciliated embryo. 
Ill-defined pain or discomfort across the loins is 
not infrequently present. 

In the more obscure cases, the observations 
of Captain Douglas, I.M S., and Major Hardy, 
R.A.M.C., alluded to at the end of the paper, will 
greatly facilitate the diagnosis. 

The subject of my remarks was a Matabele boy 
of rather poor physique, set. about 10 years, 
admitted to the Memorial Hospital, Bulawayo, 
under my care on May 27th, 1904, for pain over 

* Delivered before the Medical Society of London. 


the bladder, great frequency and incontinence of 
urine, and haematuria of several months’ duration, 
rendering his existence miserable. The urine was 
tinged throughout with blood, not, as is more 
usual in such cases, chiefly at the termination of 
micturition. 

The symptoms pointed either to vesical calculus, 
or villous growths of the bladder. 

After a week’s trial of a mixture containing 
citrate and bicarbonate of potash, with hyoscyamus, 
without relief, the bladder was sounded for stone 
with a negative result. The interior of the bladder 
appeared to be largely occupied by masses of 
growth. Digital exploration per rectum ,, with 
counter-pressure above the pubes, tended to con¬ 
firm this view. 

On June 14th, 1904, suprapubic cystotomy was 
performed, the cellular tissue in front of the bladder 
being found in a curious cedematous or gelatinous 
condition, rather suggesting that the growth in the 
bladder would prove to be of malignant origin. 
Microscopic examination, however, does not support 
this idea. When opened, the capacity of the bladder 
was found to be considerably diminished. On 
evacuating the blood-stained urine, the lining 
membrane was seen to be congested, and almost 
everywhere occupied by villous growths, some 
being merely small, sessile nodules, others longer, 
three or four being elongated to about two-thirds 
of the length of the little finger. One of these, 
considerably shrunken after having been for the 
last three years in the formalin solution, is now 
exhibited, the microscopic sections having been 
made from another such outgrowth. Wherever 
possible the papillomata were excised, and the 
bladder drained. 

Shortly afterwards, in order to deal with the villous 
condition of the bladder, daily irrigation through 
the wound was commenced with a solution of silver 
nitrate, after preliminary washing out with boracic 
lotion. Following Herring’s suggestion, the strength 
of the silver nitrate was gradually increased from 
gr. ss. to gr. ij to distilled water jiv. This was con¬ 
tinued until November 1st. The small drainage-tube 
was omitted on November 18th, the patient, who 
had been up and about almost from the first, leaving 
the hospital shortly afterwards with the wound 
practically closed, the general improvement in the 
boy’s condition being very manifest. 

On admission, the urine was tinged throughout 
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with bright blood. Shortly after the operation it 
became pale straw-coloured. Almost daily exa¬ 
mination was made during the last four months of 
the patient’s stay in the hospital, and throughout 
the colour remained of a pale straw tint, and of 
specific gravity, 1010 to 1012. There was only a 
small trace, often not even a trace, of albumen, 
only occasionally was there any guaiacum reaction, 
indicating the presence of blood in minute quan¬ 
tity. Only twice was a faint tinge of blood visible. 
A deposit of mucus, in which white flocculi were 
suspended, characteristic of the disease, and due to 
the presence of blood-cells, cUbris , and ova, was 
noted occasionally. 

The condition of the patient remained satisfac¬ 
tory, and when heard of as late as June, 1906, it 
was reported that there had been no obvious 
recurrence of symptoms, though probably ova 
could still have been found in the urine. 

Microscopic section of one of the papillomata 
removed revealed the presence of large numbers 
of the characteristic ova of the Bilharzia haema- 
tobia, to the presence of which, by their irritation, 
must be attributed the symptoms complained of, 
and the villous condition of the bladder, leading 
to the formation of papillomata. 

The growth is composed of a loose connective- 
tissue stroma, containing numerous dilated blood¬ 
vessels, and covered with transitional (bladder) 
epithelium. The extensive extravasation of blood 
present was largely, if not entirely, caused by 
rupture of the blood-vessels during the removal of 
the growth (such extravasation being commonly 
seen in nasal polypi removed by snare), but its 
occurrence serves to indicate the cause of the 
haematuria. There is no evidence of malignancy. 

Such definite tumour-formation as the result of 
irritation by an animal parasite is interesting in 
relation with the more complex question of the 
origin of cancer. 

The formation of papillomatous tumours in the 
bladder and rectum as the result of such irritation 
is, of course, well established. Manson, in his 
well-known book, alludes to small and large branch¬ 
ing, soft growths, felt inside the sphincter ani, 
sometimes extending as high up as the sigmoid 
flexure, and in one case forming extensive con¬ 
dyloma-like growths, external to the anus, and full 
of ova. Vaginitis and cervicitis have been known 
to be produced by this parasite. Ova have also 


been found in the liver, lungs, and elsewhere. 
Besides lying loose in large numbers within the 
bladder, they are generally found in the submucous 
tissue, in the mucous membrane, and less frequently 
in the muscular tissue of the bladder, the ova escap¬ 
ing from the vesical circulation into the bladder. 

According to Manson, “ the prognosis is practi¬ 
cally that of chronic cystitis, depending upon an 
irremediable, but not in itself fatal, cause.” Shore* 
also says that “ no means are known of killing the 
parasite, and hence cure is impossible, and treat¬ 
ment must be directed to alleviation of symptoms.” 

In one other case of mine, acting upon Milton’s 
experience, Extract of Male Fern, in n^xx doses, 
three times a day, apparently effected a prompt 
cure, the patient remaining well for at least a year 
subsequently. 

In the Bulawayo Hospital ‘Reports,’ from 1897 
to 1906, there is no other native case recorded, and 
only three white men—one of whom was under my 
care, and was known to have contracted the disease 
in Natal, the history of the remaining cases, occur¬ 
ring in 1898 and 1903, not being now obtainable. 
The disease is, in fact, but rarely seen in Rhodesia, 
and when it occurs is almost always found amongst 
those who have come from such infected areas of 
South Africa as the East Coast, Natal, the Transvaal, 
etc., where the disease is endemic. The present 
patient probably came from outside Rhodesia, but 
if not, infection may be fairly safely attributed to 
contamination, directly or indirectly, with the ex¬ 
creta of other natives on the same farm, recruited 
from infected areas elsewhere. 

The possible extension of the disease to other 
countries by soldiers infected during their sojourn 
in South Africa and elsewhere is alluded to in a 
most important paper! by Captain Douglas, I.M.S, 
and Major Hardy, R.A.M.C. They say that “the 
endemic area of the disease in Africa has been 
widely extended by movements of infected soldiers.” 
The investigations of these writers, with reference 
to the characters of the white corpuscles in the 
blood and the urine, derived from observations 
made on fifty cases of bilharzia disease amongst 
soldiers returned from Africa to Netley Hospital, 
are of the greatest interest, and have been confirmed 
since by the Director of the Research Laboratory 


* Allchin’s * Manual of Medicine,’ vol. ii. 
t * Lancet,” vol. ii, 1903. 
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at Khartoum (Dr. Andrew Balfour*) in three 
cases. 

As regards the white corpuscles found in the 
urinary sediment, Douglas and Hardy say that “ a 
very large proportion are coarse-grained eosino- 
philes, the remainder being almost all polymorpho- 
nuclears, lymphocytes and large mononuclear 
leucocytes being uncommon.” 

As regards the histological characters of the 
blood, their conclusions are as follows : “ (a) the 
percentage of coarse-grained leucocytes is, with 
very few exceptions, much above the average 
found in the normal blood—the average for the 
fifty cases being 16*4 per cent, compared with 
normal blood t; (b) the increase goes hand in hand 
with a proportional diminution in the percentage 
of the polymorphonuclear leucocytes; (c) less 
frequent is an increase of the large mononuclear 
leucocytes, and where this is present it is associated 
with a diminution of the lymphocytes. 

“ The only reason that can be suggested for this 
striking predominance of the eosinophiles over the 
other leucocytes is that the irritation arising from 
the lesion of the bladder causes the other leuco¬ 
cytes to change into eosinophiles, or has some 
special attraction for this form of cell.” 

In conclusion, it may be stated that a similar 
marked increase in the average percentage of 
eosinophiles also occurs in disease produced by 
other animal parasites, such as hydatid disease, 
trichinosis, dracontiasis (guinea-worm disease), 
Balfour having shown the coarse-grained eosino¬ 
philes in the last-mentioned affection to be increased 
to 13-18*4 per cent. 

April Sth, 1907. 


Operative Treatment of Old Traumatie 
Lesions of the Skull. —Tixier concludes that too 
little attention has been paid in the past to the 
cerebro-spinal fluid in the pathogenesis of sym¬ 
ptoms from traumatism, recent or remote. He 
emphasises the necessity for investigating the past 
history for an accident to the skull in all cases 
of brain trouble. Jacksonian epilepsy should be 
regarded in the same light as a motor or sensory 
cortical paralysis, in connection with localisation 

* * Lancet, vol. ii, 1903. 

t Variously stated to be 2$ per cent., or 4 per cent., to 
7 per cent. 


of the symptoms. Besides this form, generalised 
epilepsy may be observed as a sequel to an acci¬ 
dent to the skull in individuals free from any 
nervous taint, and benefit is liable to follow tre¬ 
phining in such cases. Young children display 
a great tendency to diffuse symptoms consecutive 
to circumscribed localised traumatism affecting the 
skull. Even general epileptic seizures in adults 
are not rare as the consequence of a traumatism 
affecting regions other than the Rolandic area. 
Headache may resist all palliative measures, and 
by its intensity may demand surgical intervention. 
Such symptoms as contractures, signs of organic 
decay, coma, and the like, although usually re¬ 
garded as grave and incurable, are likely to retro 
gress under appropriate surgical treatment of the 
cranial lesion. Tixier does not recognise a single 
absolute contra-indication to surgical treatment, 
saying that if is never too late to operate and tre¬ 
phining offers the only chance of recovery for 
patients who have exhausted all the resources of 
medical therapeutics. Lumbar puncture is the 
only means of determining quantitative or qualita¬ 
tive modification of the cerebro-spinal fluid. Undue 
pressure from this fluid is responsible for many 
of the symptoms of trauma affecting the skull. A 
chronic lesion left from some old injury may induce 
a reaction on the part of the meninges, whose 
existence is revealed by the presence of lympho¬ 
cytes in the centrifugated sediment. This reaction 
may be observed long after the acute stage is past. 
Lumbar puncture relieves undue tension of the 
cerebro-spinal fluid and banishes the symptoms 
from this cause. Headache, vertigo, epileptiform 
seizures, and the like, are sometimes favourably 
influenced by withdrawal of the excess of cerebro¬ 
spinal fluid, but the results are liable not to be 
permanent, as the same cause that produced the 
hypertension in the first place induces it again. 
In operating for an old trauma of the skull, tre¬ 
phining is more or less an exploratory operation, 
and the opening should be made large. In case 
the cortex presents a normal appearance, before 
proceeding to more radical measures, it is wise to 
wait a while to see if the mere trephining will not 
relieve without further intervention. He advises 
meningo-periosteal suture to prevent trouble later 
from adhesion between the dura and cortex. The 
results have been much better with definite resec¬ 
tion of the bone than with temporary resections. 
In case of recurrence or of complete or relative 
failure, he advises not to hesitate to operate again. 
It frequently happens that at the first operation 
the lesion was overlooked or the lesions found 
were supposed to be responsible for all the trouble. 
—Journ. vol. xlviii, No. it. 
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